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.. 

CONTRIBUTOR: William J. Colburn, M. D. DECEMBER 11, 1983 - CASE NO. 1 
Van· Nuys , California 

TISSUE FROM: Right breast ACCESSION NO. 24346 
• 'it:. 

CLINICAL ABSTRACT: 

History: A 15 year old white female noted a moveable, nontender mass 
in the right breast for two months. The mass varied in size with the men
strual periods. There was no family history of breast carcinoma. Her 
mother died of colon carcinoma at age 29. 

Physical examination: A solitary, 2.0 em., hard, irregular mass was 
noted in the 9 o'clock position of the right breast. 

SURGERY! ' (August 21, 1981} 
·' 

An excision biopsy was performed. 

GROSS_ PATHOLOGY: ' . 
Several fragments of rubbery; "macrobosselated", yellow tan to pink 

tissue were received, the largest measuring 3.5 x 3.0 x 2.6 em. Cut sur
faces revealed well demarcated, yellow, gritty ovoid nodules measuring up 
to 0.2 em. , suspended in a glistening focally gelatinous semitransparent 
stroma. 

FOLLOW-UP: 

The patient is currently alive and free of recurrence. 



CONTRIBUTOR: Kenneth A. Frankel, M.D. DECEI-IBER 11 , 1983 - CASE NO. 2 
Covina, California 

TISSUE FROM: Right breast ACCESSION NO. 23908 

CLINICAL ABSTRACT: 

History: A 56 year old ·Mexiqn-American woman complained of a rapid'ly 
growing mass in the right breast of three months' duration. 

Physical examination: A firm 8 x 7 em. mass palpated in right breast 
12 o'clock posit1on. AXillary nodes were negative. 

SURGERY: (June 13, 1980) 

A right breast biopsy was performed. 

GROSS PATHOLOGY: 

Multiple lobulated pieces of firm, pale gray to light tan tissue measuring 
8.5 x 2.5 em. was received. Cut surfaces were homogeneous, and pale gray to 
light pink. 

FOLLOW-UP: (Rao Paladugu, M. D.) 

After the biopsy, she went to the City of Hope where a right modified 
radical mastectomy was performed. One year later, a left breast mass was dis
covered. A biopsy revealed infiltrating ductal carcinoma, and a left mastectomy 
was performed. She is symptom free as of July 12, 1983. 



CONTRIBUTOR: Dennis Kasimian, M. D. DECEMBER 11, 1983- CASE NO. 3 
Van Nuys, California 

TiSSUE FROM: Right breast ACCESSION NO. 24891 

CLINICAL ABSTRACT: 

History: A 35 year old woman presented with a one year history of a 
right upper breast mass. Seventeen months prior to illness, she had a 
normal delivery. She nursed the child for 6 months, and immediately after 
stopping nursing developed right breast pain and tenderness. The redness 
increased in intensity, lasting 9 months. She was treated as a localized 
mastitis. The red~ess disappeared, but a firm, tender area appeared, in
volving most of the upper center part of the right breast. Family history 
was negati.ve for breast cancer. 

Mammography showed dense breast tissue without an obvious mass lesion. 

Physical examination: The right breast is larger than the left. Above 
t he nipple in the right breast was a palpable, indurated area with no . fixa
tion t o the overlying skin . No nipple retraction discharge, or deep fixa
tion of. the mass was noted. Axillary nodes were not palpable. 

SURGERY : ( Apri 1 4, 1983) 

A biopsy was taken from the diffusely infiltrative process involving 
upper central right breast . The gross appearance to the surgeon was in
flammatory. 

GROSS PATHOLOGY: 

Three fragments of slightly rubbery, pink-whi~e to yell ow-white breast 
tis·sue were 8 x 5 x 2 em. in aggregate. Small nodules of tan tissue from 
1-3 mm. in diameter were separated by rubbery white fibrous ti~sue. 

FOLLOW-UP: 

The patient had no evidence of recurrence when last seen in July, 1983. 



CONTRIBUTOR: Jules A. Kernen, M. 0. DECEMBER 11 , 1 g83 - CASE NO. 4 
Los Ange'les, California 

TISSUE FROM: left breast ACCESSION NO. 24592 

CLINICAL ABSTRACT 

Histor~: A 49 year old black woman noted a mass in the left breast, which 
developed w1thin a period of 6-8 weeks. There was a vague history of lumpiness 
of the ,breasts with variation in the size of the lumps. 

Physical examination: A moveable mass, estimated at 5-7 em., was palpated. 

Mammographf: Dense mammary dysplasia was present in both breasts . 
of localized ca cification was noted in the left breast, but no obvious 
was identi fied. 

~URGERY: (June 22, 1982) 

An excision biopsy was performed. 

GROSS PATHOLOGY: 

An area 
neoplasm 

A portion of breast tissue measuring 11 x 7 x 6 em. was received. A sharply· 
circumscribed, roughly spherical mass measuring 5.0 em. in diameter was present. 
The mass was mottled gray-white and fleshy. 

FOLLOW-UP : 

The patient was last seen in April 1983 , and was without evidence of re
currence. 



CONTRIBUTOR: James J. Norton, M. D. 
E~ward F. Schlenk, M. D. 
Encinitas, California 

. TISSUE FROM: Right breast 

CLINICAL ABSTRACT: 

DECEMBER 11, 1983- CASE NO. 5 

ACCESSION NO. 24542 

History: A 70 year old obese wom~n complained of swelling , warmth and 
tenderness of the right breast for four months. She denied any previous 
lumps, and attributed the soreness to "knocking it, against, a cupboard". 
Her past history included hypertension, and heavy cigarette smoking. 

Physical examination : The entire right brE:ast was indurated and ery~ 
thematous . The breast was moveable and nontender. 

SURGERY: (April 16, 1982) 

Modified radical mastectomy was perfc)rmed. 

GROSS PATHOLOGY: 

Immediately beneath the nipple was a 15.0 em., white, mucoid, tumor 
mass. There was extensive hemorrhage and necrosis throughout. The axi 11 ary 
contents were rep.laced by white, glistening tumpr. 

FOLLOW~UP: 

Patient had a stage IV carcinoma of the breast with spinal cord com
pression due to metastasis in the L-2 region while the patient w.as under
going chemotherapy with Cytoxan, lolethotrexate and ~FU . Sh·e expired in 

. August .1982 without benefit of an autop·sy. 



CONTKIBUTOK: R. L. Lesonsky, M. D. 
Simi Va·lley, California 

DECEMBER 11, 1983- CASE NO.6 

TISSUE FROM: Left breast ACCESSION NO. 19117 

CLINICAL ABSTRACT: 

History : A 29 year old woman felt .an ill-defined left breast mass approxi
mately 3 months prior to admission·. The clinical impression was mastitis, 
treated with testosterone. There was no change in the mass size. 

Physical examiria:tion: An ill-defined mass in the left upper quadrant of 
the breast was palpated in admission. Axillary adenopathy was not noted. 

Laboratory data: Unremarkable. 

Radiograph: .Mammograms revealed a stippled density at the 5 o'clocl< posi 
tion of the left breast. 

SURGERY: (November 1!;1, 1970) 

After a breast biopsy with examination of the permanent sections, a modi
fied radical mastectomy was performed. 

GROSS PATHOLOGY : 

A diffuse, irregular area of firmness 10 x 9 x 8 em. was noted. The tissue 
was pink-tan with focai hemorrhage. The tumo·r appeared to abut aga,inst the skin 
surface·in some areas, while other areas were separated from the skin by up to 
2.5 em. 

FOLLOW-UP: (Phillip Klein, M. D. ) 

Local radiation therapy was administered post-operatively. She had shown 
no evidence of recurrence or metastases as of ~1ay, 1971. No further follow-up 
is available. 



CONTRIBUTOR: E. R. Jennings, M. D. DECEMBER 11, 1983 - CASE NO. 7 
Long Beach, Cali fornia 

TISSUE FROM: Breast ACCESSION NO. 21071 

CLINICAL ABSTRACT: 

History: A 63 year old woman noted a mass in the left breast. She was 
in good health otherwise. Breast examtnations by physici ans 2 months and 1 
year prior to admission were reported as normal. 

Physical examination: She was moderately obese with large, pendulous 
brea-sts . A subareolar mass was present. No skin retraction was associated. 

SURGERY: (December 16, 1974) 

Breast biopsy was performed. 

GROSS PATHOLOGY: 

The discrete, hard nodule was 1.6 em. in diameter. Cut section had a 
variegated, gray-white to tan appearance. 

FOLLOW-UP: 

The pati ent was doing well with no apparent residual tumor when seen 
in 1976 . 

.. 



CONTRIBUTOR: Frank J. Glassy, M. D. DECEMBER 11, 1983- CASE NO.8 
Sacramento, California 

TISSUE FROM: Right breast ACCESSION NO. 21889 

CLINICAL ABSTRACT: 

History: A 68 year old woman.was found to have a possible breast mass on 
routine examfnation during hospitalization one month earlier for acute bowel 
obstruction. She had one grandparent die of breast concer. 

Ph~sical examination: A right upper outer quadrant breast mass felt cystic 
compare to the left .. No skin or nipple abnonnal1ty was noted. ·Axillary adeno
pathy was not present. 

Mammo1ra~hY: A large lesion occupied a good portion of the upper outer 
quadrant o t e right breast . It had somewhat poorly defined margins on several 
sides and no microcalcifications. 

SURGERY: (April 29, 1976) 

An excision biopsy was .performed. The 6 x 6 em. mass was very dense and 
finn. 

GROSS PATHOLOGY: 

Two separate masses of tissue, weighing in 95 grams was received. These 
masses were composed of an external layer of pale yellow mature adipose tissue 
covering an opaque mammary tissue with minimal interspersed fat. No atypical 
features were noted. 

FOLLOW-UP: 

Two days later a modified radical mastectomy was performed. ,Mammary stroma 
was paler than usual throughout the breast. One 6 mm. atypical focus of light 
pink-tan di.scoloration with adjacent opaque stroma was anteromedia·l to the 
biopsy site. Twenty of th1rty three axillary nodes appeared grossly involved. 
The patient was alive, but clinical status unavailable, in July, 1983. 



CONTRIBUTOR: Ernest T. Mashiyama, M. D. DECEMBER 11, 1983- CASE NO.9 
Long Beach, California 

TISSUE FROM: Left breast ACCESSION NO. 22854 

CLINICAL ABSTRACT: 

History: A 53 year ol d woman had a left breast mass removed in July, 
1977 which was diagnosed as a lipoma. In December , 1977, she returned with 
a fluctuant mass beneath the healed incision. Serosanguinous fluid was 
aspirated, but repeatedly recurred over the next several months . 

SURGERY: (March 15 , 1978) 

The entire region beneath the previous incision was excised. 

GROSS PATHOLOGY: 

The specimen consisted of 250 grams of fibrofatty tissue including 
ellipse of skin which showed a sinus tract in the center. Edematous tissue 
appeared to be fibrofatty and projected 1~ em. above the skin surface at the 
opening of the sinus tract. Most of the tissue was white to gray yellow and 
glistening. 

FOLLOW-UP: 

On March 17, 1978, a left modified radical mastectomy was performed. 
No residual tumor was found, and the lymph· nodes were uninvolved. When 
last seen in March, 1982 she had no evidence of recurrence. 



CONTRIBUTOR: D. R. Dickson , M.D. DECEMBER 11 , 1983- CASE NO. 10 
Santa a·arbara, California 

TISSUE FROM: Right breast ACCESSION NO. 24964 

CLINICAL ABSTRACT: 

History: A 76 year old white female was found to have a mass in the right 
breast during a routine physical examination. There were no symptoms, and no 
P.ast h1·story of breast problems. 

Physical examination: A 3.0 em. hard mass was palpable in the upper outer 
quadrant. 

Laboratory report: Receptor assays were pos i ttve. 

SURGERY: (June 10, 1983) 

After a biopsy for frozen section, a modified radica 1 mastectOfl\Y was per
formed. 

GROSS PATHOLOGY: 

Within the breast parenchyma, a well-defined oval mass measured 2.0 em. the 
periphery was firm and tan-white , and the central portion was soft, yellow white 
and mushy. 

FOLLOW-UP: 

None available. 



CONTRIBUTOR: Meyer Zeiler, M. 0. DECEMBER 11, 1983- CASE NO. 11 
Los · Angeles, Cal iforni~ 

TIS5UE FROM: Left breast ACCESSION NO. 9229 

CLINICAL ABSlRACT: 

Hi story: A 13 year old gi rl had pain in the left breast for three weeks·. 
A mass was noted, which appeared to be "growing rapidly". 

Physical examination: A mass, which measured about 6 em. was palpated 
in the upper outer quadrant of the breast. . 

SURGERY: (February 1 , 1957) 

An excisional biopsy was performed . 

GROSS PATHOLOGY: 

A 5.0 em., spherical encapsulated, rubbery mass was received. Cut sur
faces were pink and somewhat mucinous. 

FOLLOW-UP: 

None avaiiable. 



CONTRIBUTOR: G. F. Pawlick, M. D. DECEMBER 11 , 1983- CASE NO. 12 
San Francisco; California 

TISSUE FROM: Left breast ACCESSlON NO. 21538 

CLINICAL ABSTRACT: 

History: A 63 year old white female noted a nontender mass in the left 
breast one month before admission. Her past history was significant only for 
hypertension and a left nephrectomy for a staghorn calculus. 

Physical examination: There was a 2 em. firm, mobile mass in the upper 
outer quadrant of the breast. 

SURGERY: (April 29, 1975) 

After a biopsy for frozen section, a left modified radical mastectomy was 
performed. 

GROSS PATHOLOGY: 

The overlying skin showed no evidence of retraction on induration. Within 
the breast were irregular areas of fibrosis. There was a 2.5 em. bulging tan
white nodule with stippled hemorrhage. A small satellite nodule measuring 
1.0 em. was noted. 

FOLLOW-UP: 

She received radiation therapy to the left breast chest wall. When last 
seen in April, 1983, she was clinically well, with a normal chest x-ray. 



CONTRIBUTOR: E. DuBose Dent, Jr., M. 0. DlCEMBER 11, 1983- CASE NO. 13 
Glendale , California 

TISSUE FROM: Left breast ACCESSION NO. 24956 

CLINICAL ABSTRACT: 

History: A 42 yea'r old woman noted pain and swelling of left breast , 
one month duration. ' · 

Phbsical examination: The left breast seemed sli ghtly larger than the 
right, ut no masses were pal pable. 

Ma111110gra~hy: 'An irregular, 1.5 x 2 em., non-calcified nodule with a 
smaller satel ite nodule, was seen in the tail portion of the upper outer 
quadrant of the left breast. 

SURGE RV : ( Ju 1 y 12 , 1 983) 

Excision of t he entire left upper quadrant of the left breast was per
fanned. 

GROSS PATHOLOGY: 

The tissue was B x 6 x 3 em. rubbery and yellowish-white. Cystic' spaces 
up to 0. 4 em. were found throughout: 

fOLLOW-UP: 

Left modified radical mastecto~ was done two days later, revealing 
residual involvement in the remaining breast ti ssue. The· patient shows no 
evidence of oisease since surgery. 



CONTRIBUTOR: Charles McCanmon, M. D. DECEMBER 11 , 1983 - CASE 'NO. 14 
Desert; California 

TISSUE FROM: Left breast ACCESSION NO. 23298 

CLINICAL ABSTRACT: 

History: A 95 year old woman was admitted with a history of severe dyspnea 
for one day. Five days prior to admission she complained of a sore throat which 
subsided. The patient was poorly oriented,, She was aware of the pr~sence of her 
obvious left breast mass, but didn't. know how long it had been present or whether 
there was any recent change in size. No mass was detected ·during an admission 
7 years earlier. 

Physical examination: A 2.5 inch, hard, suba~olar mass ·was fixed to the 
skin of the left breast, but not the underlying tissue. The nipple was not in
volved. The right breast was unremarkable. Left lower l obe rales and pneumo
nitis were present. 

Course: She died of congestive heart failure and bronchopneumonia 2 hours 
after admission. 

AUTOPSY FINDINGS: 

Beneath and extending .superior to the left nipple was a discoid subcutaneous 
mass 5 em. in diameter x 2.5 em. The overlying skin was thin and reddish-purple. 
The well-demarcated lesion was not encapsulated. The cut surface was solid, gray
white, and somewhat granular. The right breast was not remarkable. 

Coronary atheroscle.rotic heart disease with congestive .heart failure and 
bilateral bronchopneumonia were also present . · 



CONTRIBUTOR: Anthony Mathias, M. D. 
San Franc'fsco, California 

DECEMBER 11, 19B~ ~ ~ CASE NO. 15 

TISSU~ FROM : ~ight breast ACCE$5 ION NO. 19911 

CLINICAL ABSTRACT: 

History: A 40 year old woman :had a right breast mass for '10 months. 
Five months prior to admission , she noted a milky white fluid exuding from 
the nipple. 

SURGERY: (September 20, 1972) 

After a biopsy on August 30 , 1972, a modified radical mastectomY was 
performed. 

GROSS PATHOLOGY: 

Within the parenchyma was a 7 x 7 em., firm, diffusely nodular mass. 
Cut surfaces revealed abundant , sebaceous-like material. 

FOLLOW-UP: (James McKerrow, M. 0.) 

She returned for annual mammograms and physical examinations in 1979 
and lost to fol l ow-up. 



CONTRIBUTOR: Bland Giddings, M. D. DECEMBER 11, 1983- CASE NO. 16 
Idaho Falls, Idaho 

TI SSUE FROM: Right breast A~CESSION NU. 10051 

CliNICAl ABSTRA~T: 

History: A 49 year old woman had a right breast mass for two years. Con
siderable and rapid mass enlargment over this time brought her to seek medical 
attention. 

Physical examin·ation: A medial right breast mass without axill.ary lymph
adenopathy were noted. The nipple was inverted. 

SURGERY: {August, 1958} 

Mastectomy was performed, without axillary node ' dissection. 

GROSS PATHOLOGY: 

An oval , 9 em. tumor was reasonably well circumscribed. The ye'llow-grey, 
mottled 1 glistening tissue was focally necrotic and hemorrhagic. The inverted 
nipple was 0.8 em. from the t umor. The pectoralis muscle was not involved. 

FOLLOW-UP: 

The patient was last seen December 30, 1970 without evidence of metastases. 
In the past four years, she had been treated for rheumatic heart disease. 



CONTRIBUTOR: Meyer Zeiler, M. D. DECEMBER 11, 19B3- CASE NO. 17 
Los. Angeles, California 

TISSUE FROM: Left breast ACCESSION NO. 24415 

CLINICAL ABSTRACT: 

History: A' 58 year old woman ~iscove~d a left breast mass in June, 1981. 
The mass increased in size over the next three months. There was no family 
hi story of breast cancer. Hysterectomy in 1973 for reasons unknown to the 
patient was followed by Premarin (125 mg/day). 

Physical examination: Breasts were pendulous. A 4 x 8 em., ill-defined 
mass was 1n the upper outer quadrant of the left breast, associated with 
nipple retraction. Nodes were not palpable . 

Laboratory data: ERA and estrogen re.ceptors were positive. 
' 

SURGERY: (September 14, 1981) 

Excisional biopsy was performed. 

GROSS PATHOLOGY: 

Large mass of breast tissue measuring 10 x 10 x 7 em. , within there was 
a distinct stony hard mass approximately 3 ems. in diameter with strands of 
hard white tissue extending into surrounding breast parenchyma. Cut surface 
was dull gray, pink and had an atypical unripe pear appearance portion of 
tUJoor. 

FOLLOW-UP: 

Left radical mastectomy was done 4 days later. Residual tumor was 
present at the biopsy site. None of 24 lymph nodes was involved. 



CONTRIBUTOR: Jerree Stroh , M. 0. DECEMBER 11 , 19B3- CASE NO. lB 
San Pedro , California 

TISSUE FROM: Right breast ACCESSION NO. 24641 

CLINICAL ABSTRACT: 

History: A 16 year old Mexican-American woman noted a mass in the right 
breast one week prior to admission . The remainder of the history was completely 
unremarkable. 

Physical examination: A rounded , firm, mobile, non-tender mass was 
palpable at the upper outer quadrant of the breast. There was no nipple dis
charge or retraction, and no lymphadenopathy. 

SURGERY: {July 2, 1982) 

An excisional biopsy was performed . 

GROSS PATHOLOGY: 

A 7 x 6 x 3 em., rubbery , nodular, gray-white mass was received. Cut sur
faces were pale tan-white. 

FOLLOW-UP : 

Patient in 6th cycle of' therapy and is responding well to treatment as 
of October 14, 1983. · 



CONTRIBUTOR: Jim Keefe, M. 0. DECEMBER 11, 1983- CASE NO. 19 
Santa Monica , California 

TISSUE FROM: Left breast ACCESSION NO. 24996 

CLINICAL ABSTRACT: 

History: An 85 year old woman had asymptomatic left breast ca lcifica
tions on mammography . Right mastectomy, had been done in 1970 for invasive 
ductal carcinoma, with 4 of 9 nodes involved. 

Physical examination : A mass was not palpable. 

SURGERY: (July 27 , 1983) 

Excisional biopsy was performed. 

GROSS PATHOLOGY: 

A 6 x 3 x 1 em. portion of fibrofatty tissue contained an irregular 
2 x 2 x 1 em. coll ection of stringy, fibrous, duct-like structures with 
foca l beading suggestive of calcification. A separate piece 5 x 3 x .5 em., 
was similarly beaded , but with no definite mass. 

FOLLOW-UP: 

Family requested no further treatment. 



CONTRIBUTOR: Kenneth Frankel , M. D. DECEMBER 11, 1983- CASE NO. 2D 
Covina', California 

TISSUE FROM: Right breast ACCESSION NO. 24893 

CLINICAL ABSTRACT: 

Historf A 63 year old woman was admitted with hoarseness and associated 
vocal cord eukoplakia. · . . 

Physical examination: A 2 em., firm, irregular, right breast mass was 
found incidentally. 

SURGERY: (April 19, 1983) 

Excisional biopsy of t he breast was performed. 

GROSS PATHOLOGY: 

A 3.9 x 3.5 x 2.9 em. piece of firm, pale, tan tissue was obtatned. 

FOLLOW-UP: 

Mastectomy 8 days later revealed a residual 1 em. rim of indurated, yellow
tan tissue. Nine axillary nodes were negative. There is no evidence of breast 
disease to date. Laryngeal biopsy revealed squamous cel l carcinoma. treated 
with radiation. 



CONTRIBUTOR: Ke~ley W. Falconer, M. 0. DECEMBER 11 , 1983- CASE NU. 21 
Reno, Nevada 

TISSUE FROM: Right breast ACCESSION NO. 12418 

CLINICAL ABSTRACT: 

History: A mass was discovered in the breast of this 21 year old woman 
during a routine prenatal examination. One month later, July 4, 1962, she 
was hospitalized after noting some increase in size of the lesion. The 
patient was in the third trimester of pregnancy. 

Physical examination: A 2 x 3 x 2 em. mass was present in the upper 
inner quadrant of the right breast. 

SURGERY: (July 5, 1962) 

An excision(!l biopsy was performed·. 

GROSS PATHOLOGY: 

The 3 x 3 x 5 em. specimen contained a 2.8 x 2 x 2 em. firm, gray-tan , 
well circumscribed nodule with a homogeneous cut surface. 

FOLLOW-UP: 

No fol low-up is available. She moved from the area and has not been 
seen by her physician here since September, 1962. 



CONTRIBUTOR: Ernest M. Hall, M.D. 
Harold ·y, Yanamura, M. D. 
Upland, California 

TISSUE FROM: Right breast 

CLINICAL ABSTKACT: 

DECEMBER 11, 1983- CASE NO. 22 

AC~ESSION NO. 10227 

History: A 58 year old man noticed a right breast lump for two months 
before consu lti ng a physician. 

Physical examination : Breasts were fatty, with right nipple retraction. 
A 2.5 em. tumor under the nipple 1~a s very f irm. Right axillary nodes were 
pal pably enlarged .. 

Radiographs: A band-like densi ty was noted in the right second inter
costal space on chest x-ray. 

SURGERY: (September 26, 1958) 

Excisional biopsy was performed, followed by radical mastectomy. 

GROSS PATHOLOGY: 

A 4 x 3 x 3 em. fibrofatty tissue contained a 2. 5 x 1.5 em. very firm, 
poorly circumscribed mass . . The cut surface was grey-tan with occasional chalky 
streaks. The tumor had the consistency of cartilage. Some portions of tumor 
had a papillary appearance. The hard nipple was continuous with the nippl e. 

No gross evidence of residual t umor was seen in the mastectomy specimen. 
Two of seven axillary nodes were grey-white , firm, measuring up to 1.5 em. 

FOLLOW-UP: 

Orchiectomy was performed. The patient expired July 1, 1964 of a massive 
myocardial infarct with rupture and cardiac tamponade. There was no evidence 
of breast carcinoma. 



' 

CONTRIBUfOR: Para Chandrasoma , M. D. OEC~MBlR 11 , 1983- CASE NO. 23 
Los Angeles, California 

TISSUE FROM: Left breast ACCESSION NO. 25016 

CLINICAL A~STRACT: 

History: A 47 year old Hispanic woman found a lump in her left breast. 
About six months prior to admission, she had first noticed that the breasts 
seemed "smaller". She subsequently noticed some inversion of the left 
nipple. She had been taking Premarin {1.25 mg/day) for about one year. 

Phrsical examination: The breasts were small and symmetric. There was 
retract on of the skin of the left breast. A moveable tumor mass was palpa
ble in the upper inner quadrant. Axillary nodes were palpable. 

SUKGERY: (April 28, 1983) 

After an excisional biopsy, a radical mastectomy was performed. 

GROSS PATHOLOGY: 

The tumor mass, which measured 7 x 6 x 4 em., was located immediately 
beneath the nipple. Cut surfaces were nodular, hard and pink. Twelve lymph 
nodes were found, several of which were grossly involved by tumor. 

FOLLOW-UP: 

She was last seen on August 8, 1983 and was doing well. 



CONTRIBUTOK: Herbert C. Sillman, M. D. DECEMBER 11, l9B3 - CASE NO. 24 
Tarzana, California 

"tiSSUE FROM: Right breast ACCESSION NO. 24059 

CLINICAL ABSTKACT: 

History: A 24 year old woman was admitted with a one to two week history 
of a mass in the inferior aspect of the right breast. Her grandmother had 
breast cancer. 

Physical examination: A 2-3 em. right breast mass was palpated. The left 
breast was unremarkable. 

SURGERY: (November 13, 1978) 

Excisional biopsy of the right breast mass was performed. 

GROSS PATHOLOGY: 

A 6 x 4.5 x 3 em. portion of fibrofatty t issue contained pink, solid, soft 
areas throughout the cut sections. 

FOLLOW-UP: 

A right radical mastectomy was performed two weeks later. Residual tumor 
was present but 26 axillary nodes were negative. Biopsy of the mirror image 
and upper outer quadrant of the left breast showed fibrocystic disease with 
stromal sclerosis. A left subcutaneous mastectomy with bilateral breast re
construction was performed 7 months later. No radiation or chemotherapy were 
given, and the patient has showed no evidence of recurrent tumor as of 
January, ·1983. 



. CONTRIBUTOR: Robert Riecnmann, M. D. DECEMtiER 11, 1983- CASE NO . 25 
Covina, California 

TISSUE FROM: Left breast ACCESSION NO. 24427 

CLINICAL ABSTRACT: 

History : A 33 year old woman was nursing 4 months postpartum. A left 
breast mass was noted. 

' 
SURGERY: (November, 1981) 

Excisional breast biopsy was performed. 

GROSS PATHOLOGY: 

The biopsy was 4.5 x 3.8 x 3.0 em., containing a poorly circumscribed, 
firm, gray-white nodule which is up to 4.2 em. in greatest dimension. 

FOLLOW-UP: 

Estrodial and Progesterone Receptor Assays of the biopsy were negative. 
Liver scan, bone scan, and other laboratory evaulation were negative. 
Mastectomy with axillary node dissection was performed November, 1981 , with 
no residual mass .and one of 14 noMs positive. Adriomyc.in, 5-FU, cytoxan, 
and BCG were then given. She was last seen July, 19tl3 with no evidence of 
disease. 
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BENIGN BREAST TUMORS IN ADOLESCENTS 
CASES NO. 1 AND 11 

December 11, 1983-Case No.1 
Accession No. 24346 

MODERATOR'S DIAGNOSIS: JUVENILE PAPILLOMATOSIS 

DISCUSSION: 
This benign proliferative lesion was initially described as a specific 

clinicopathological entity in 1980. Approximately 200 patients are now on record 
in the Juvenile Papillomatosis Registry maintained at Memorial Sloan-Kettering 
Cancer Center. 

The average age of these patients is about 20 years with a range of 10-44 
years. At the time of our last review sixty-nine percent of patients were 20 years 
or less of age. Two patients had bilateral lesions. Patterns of menarche, marital 
history, parity, and use of birth control pills were not exceptional for women in this 
age range. No instance was found of maternal use of estrogens during pregnancy. 

Particularly noteworthy is the finding that 26% of patients with informat ion 
available reported that breast carcinoma had occurred in one or more female 
relatives. The majority were older, secondary relatives (grandmothers, great 
aunts), although maternal breast carcinoma (five cases) was also reported. The 
mothers of both girls who had secretory carcinoma associated with juvenile 
papillomatosis had been treated for breast cancer. 

The most common clinical abnormality was a mass found by the patient. One 
patient stated her tumor was present unchanged for six years before it was excised: 
Most often, however, the mass was said to have been present for less than six 
months. Few women described pain and/or tenderness; in most cases, the tumor 
was painless. One patient had an episode of bloody nipple discharge. Bilateral 
lesions were reported in four patients. 

, With rare exceptions, clinical examination revealed a single localized or 
discrete mass. Most were located in the upper outer quadrant or outer half of the 
breast. Few were centrally located or close to the nipple. When the cl.inical 
diagnosis was recorded, it was almost always fibroadenoma. 

The lesions rarely measured more than 4cm in diameter. The gross findings 
most often mentioned were multiple cysts of varying dimensions generally less than 
Jcm; yellow "flecks," "spots," or "speckles" in white or grey stroma; and cysts or 
dilated ducts with papillary excrescences. Although described as "circumscirbed 
clinically, only one lesion was said to be encapsulated and most had only vaguely 
circumscribed gross margins. 

The gross appearance of the histological slides is highly characteristic and is 
the basis for the term Swiss cheese di.sease. The numerous h.oles in the t issue 
correspond to cysts and markedly dilated ducts. The intervening tissue features 
prominent foci of deep basophilia produced by papillomatous proliferation in the 
noncyst ic areas. 

Although the individual microscopic features are not unique to this entity, 
the constellation is remarkable. Elements consistently present in all cases of 
juvenile papillomatosis are duct papillomatosis, apocrine and nonapocrine cysts, 
papillary apocrine hyperplasia, and duct stasis. 
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Several features of the papillomatosis warrant comment. It tends to be of 
the solid or nearly solid variety and sometimes libe ra lly altered by apocrine 
change. Other variations in the papilloma to sis are sclerosis, focal accumulations 
of "foamy" histiocytes and rarely, comedo-type necrosis. When marked cytologic 
atypia and necrosis are present, the distinction from intraductal carcinoma is 
extremely difficult. 

Several patients with carcinoma related to juvenile papillomatosis have been 
discovered. A 17 -year-old girl had juvenile papillomatosis in her left breast at the 
same time that secre tory carcinoma in the right breast was treated ~by 
mastectomy. There was no juvenile papillomatosis in the breast removed for 
carcinoma. A 44-year-old patient . had lobular carcinoma in situ coexisting with 
juvenile papillomatosis. An 18-year-old girl had juvenile (secretory) carcinoma 
arising in juvenile papillomatosis. 

Within the past six months we have seen the first two patients who developed 
carcinoma subsequent to juvenile papillomatosis. The patients were each in their 
late teens when initially diagnosed as having papillomatosis with marked atypia. 
After intervals of 10 and 12 years, respectively, carcinoma was detected in the 
same breast. 

It is impossible to suggest at present what the long term risk will be for these 
patients. We recommend that the patient with juvenile papillomatosis have long
term clinical follow-up with a complete breast examination at least once a year. A 
baseline mammogram may be appropriate in these cases after reaction to the 
biopsy has subsided. Thereafter, mammography should be used as indicated by 
clinical findings. 

There is reason to be concerned not only about the patients we are following 
but also about the female relatives in their families. The diagnosis of juvenile 
papillomatosis may serve to identify families at high risk for breast carcinoma, 
perhaps leading to a program of clinical examination with the expectation of early 
diagnosis when the chance of cure is greatest. 

REFERENCES: 

I. ROSEN, P.P., CANTRELL, B., MULLEN, D.L., DePALO, A. Juvenile 
papillomatos is (Swiss cheese disease) of the breast. Am J Surg Patho!.4:3, t980. 
2. KIAER, H.W., KIAER, W.W., LINELL, F., JACOBSEN, S. Extreme duct 
papillomatosis in the juvenile breast. Acta Pathol Microbial Scand A87:353, 1979. 
3. ROSEN, P. P., L YNGHOLM, B., KINNE, o.w., BEATTIE, E.J. Juvenile 
papilloma to sis of the breast and family history of breast carcinoma. Cancer 
49:2592, 1982. 
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December 11, 1983-Case No. 11 
Accession No. 9229 

MODER A TOR'S DIAGNOSIS: JUVENILE FIBROADENOMA 

DISCUSSION: 
The juvenile f ibroadenoma is a poorly defined and little known variant of 

iibroadenoma. As is the case with juvenile papillomatosis, most juvenile 
fibroadenomas occur in adolescents with rare examples found in older 
premenopausal women. 

This a is rather specific lesion that, to my knowledge, it has not had a full 
description in the pathological literature. However, we have been able to trace the 
specific use of this diagnosis to cases reported by Stewart in the late 1930's. It 
seems to correspond to the "fetal" fibroadenoma described by Ewing. 

In his book, Azzopardi's comment on . the "juvenile type" of fibroadenoma 
consists of recounting data presented by Ashikari et al in a paper titled 
"Fibroadenomas in the breast of juveniles". He concludes that "it remains to be 
ascertained how distinct the juvenile type of fibroadenoma is at the microscopic 
level. Most of these lesions appear to qualify as giant fibroadenomas." 

This would appear to be a correct conclusion when one refers to the 
illustrations and microscopic description provided by Ashikari et al. 

" •.. numerous irregularly proliferating duct-like and tubular structures are 
present. The stroma of the 1ibroadenoma in the juvenile is generally dense 
and more cellular than the adult type. Concentric arrangement around the 
duct and intracanalicular stromal proliferation are uncommon •..• Benign 
cystosarcoma has a more cellular and pleomorphic stroma than the juvenile 
type fibroadenoma" 
The lesion presented as CASE NO. ll is a very good example of the specific 

tumor for which we reserve the diagnosis of juvenile fibroadenoma. The 
outstanding features well represented in your section are florrid epithelial 
hyperplasia coincident with a moderately cellular proliferating stroma. lnfre,quent 
mitoses can be found in both elements. Glandular structures remain relatively 
evenly spaced throughout the tumor. The epilthelial areas may exhibit 
considerable cytological atypia. A common finding is a prominent clear cell zone 
surrounding the prolife rating epithelial layer. These are presumed to be 
myoepithelial cells. Micropapillary, "roman bridge" and even cribriform patterns 
have been observed. 

The balanced growth of stroma and epithelium in these tumors helps to 
distinguish them from benign cystosarcomas. However, on occasion, one is 
influenced by the patient's age since readily recognizable cystosarcomas rarely 
occur in the adolescent. Some fibrosarcomas thought to have been altered by 
contraceptive hormones were probably juvenile fibroadenomas. Recognition of the 
extreme epithelial abnormalities that can occur is perhaps even more important in 
order to avoid a diagnosis of carcinoma. 

To date, I am not aware of a recurrence after simple excision of a juvenile 
fibroadenoma. Several patients with most disturbing epithelial proliferation are 
being followed up and have been well. There are no long term follow-up studies of 
these patients. 

REFERENCES: 

1. ASHIKARJ, R., FARROW, J.H., O'HARA, J. Fibroadenomas in the breast of 
juveniles. Surg Gynecol, Obstet. 132:259, 1971. 
2. AZZOPARDI, J.G. Problems in Breast Pathology W.B. Saunders, Philadelphia 
1979 p. 46-li7. 
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SOLID VARIANTS OF PAPILLARY CARCINOMA 
CASES NO.2 AND 14 

December II, 198 3 - Ca.se No. 2 
Accession No. 23908 

MODERATOR'S DIAGNOSIS: SOLID PAPILLARY CARCINOMA 

DISCUSSION: 
The distinguishing characteristic of papillary carcinoma is the architectural 

arrangement of tumor cells into papillae. These finger-like aggregates or fronds of 
tumor cells vary considerably in breadth. A supporting core of stroma may or may 
not be present in a given papilla. The ease with which individual papillae can be 
identified microscopically often depends on compactness of the lesion. However, a 
consistent feature in all cases is the tendency of some tumor cells to be oriented 
with respect to the fibrovascular stroma. The appearance of the pattern of 
orienta t ion depends upon the plane of section. When papillae are cut parallel to 
the long axis of the supporting stroma, tumor ce Us appear to have a linear or 
ribbon-like arrangement. Where the plane cuts a papilla transversely, tumor cells 
are seen located radially around the core. When the stroma shrinks in such a 
section, the resultant space may resemble a glandular lumen with a surrounding 
rosette of epithelial cells. 

Linear, ribbon-like and glandular, rosette-like patterns can be seen in CASE 
NO. 2. Also of note in CASE NO. 2 is the finding of dense stromal deposits within 
the tumor having an H&:E appearance suggestive of amyloid. Some of this materia l 
was Congo red positive. The resultant microscopic picture mimics the endocrine 
glandular configuration seen in some carcinoid tumors of visceral organs. 

Some solid papillary carcinomas are found to have neurosecretory granules 
when studied with the Grime !ius stain. Others, such as CASE NO. 2 give a negative 
reaction. Non-papillary carcinomas of the breast may also give a positive 
Grime !ius reaction. However, it is noteworthy tha t not all breast carcinoma with 
neurosecretory granules have a carcinoid pattern. The prognosis for duct 
carcinoma with neurosecretory granules appears to be no better than for ordinary 
infiltrating duct carcinoma. In the absence of a confirmed unique cell origin or of 
distinctive clinical feature s, it is appropriate to consider the so-called carcinoid of 
breast to be a morphologic variant of duct carcinoma (intraductal and infiltrating 
duct carcinoma with neurosecretory granules). 

I regard the granules demonstrated in breast cancers with the Grime !ius stain 
to be a morphological indicator of the production of unusual biochemical 
substances or markers by the tumor cells. The light microscopic study of 
morphologic patterns associated with marker substances has received little 
attention. It is possible that the derepression of genetic information presumably 
responsible for the production of a marker may, in certain instances, also influence 
the growth pattern of a tumor perhaps by genetic linkage. A precedent for an 
association of altered morphologic pattern and ectopic hormone production exists 
in the choriocarcinomatous forms of gastric and mammary adenocarcinoma. Well 
documented transitions between typical carcinomatous and choriocarcinomatous 
elements have been observed in the production of HCG by the latter component in 
each organ. However, we have found HCG immunoreactive cells scattered in about 
.596 of breast cancers without any evidence of choriocarcinomatous differentiation. 
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Substances thus far demonstrated in membrane bound granules in breast 
carcinoma include norepinephrine, calcitonin, ACTH, and lactalbumin. 

It is beyond the scope of this presentation to provide a detailed discussion of 
microscopic c riteria for the distinction between benign and malignant papillary 
tumors. Re levant references are cited below. In general, the more orderly tumors 
with a very distinct papillary configuration are lesions which present the greatest 
diagnostic challenge. Often, the most helpful findings are found within the ducts 
surrounding the tumor since papillary carcinomas almost always exhibit intraductal 
extension in the surrounding breast. Very generous sampling of the periphery of 
borderline lesions may be required. 

Within the low grade lesion one may find a spectrum of epithelial 
abnormalities including areas which are certainly no more than papilloma. 
Cytological atypia and localized areas of "excessive epithelial growth are dues to 
carcinoma. Foci with micropapillary or cribriform patterns should be sought in 
such a reas. 

A recent report by Papotti et al suggested that immunohistochemical study 
might help to ident ify papillary carcinomas. The authors observed loss of CEA 
positivity and absence of an actin-rich layer of cells in clear cut papillary 
carcinomas. However, the resul ts were not definite in a small group of borderline 
cases. Furthermore, we have found that 85% of unselected mammary carcinomas 
are immunoreactive for CEA. It remains to be confirmed that loss of this activity 
is a specific feature of papillary carcinoma. 

The lesion seen in CASE NO. 2 represents the other end of the spectrum of 
papillary carcinoma. In these cases, the papillary configurat ion is obscured by the 
compact growth pattern. One may have difficulty finding an intraductal 
component at the periphery of these lesions, but the tumor is obviously carcinoma 
on the basis of other histological criteria. Under these circumstances, one needs to 
give some consideration to a metastasis to the breast. There is no evidence for 
this in CASE NO. 2. Diagnosis of contralateral carcinoma one year later does not 
reflect any particular proclivity for bilate rality related to papillary carcinoma. 
ihe contralateral tumor was an ordinary infiltrating duct carcinoma and apparently 
a second primary. 

REFERENCES: 

1. CARTER, D. Intraductal papillary tumors of the breast. A study of 78 cases. 
Cancer 39:1689, 1977. 
2. FISHER, E.R., PALEKAR, A.S., REDMOND, C. et a!. Pathologic findings 
from the NSABP (Protocol No. 4) VI. Invasive papillary cancer. Amer J Clin Pathol 
73:313, 1980. 
3. PAPOTTI, M., EUSEBI, V., GUGLIOTTA, P., BUSSOLATr, G. 
Immunohistochemical analysis of benign and malignant papillary lesions of the 
breast. Amer J Surg Pathol 7:451, 1983. 
4. CUBILLA, A.L., WOODRUFF, J.M. Primary carcinoid of the breast. Amer J 
Surg Patho1 I :283, 1978. 
5. CLAYTON, F., SIBLEY, R.K., ORDONEZ, N.G., HANSSEN, G. Argyrophilic 
Breast carcinoma. Evidence of lactational differentiation. Amer J Surg Pathol 
6:323, 1982. 
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6. TAXY, J.B., TISCHLER, A.S., INSALACO, S.J., BATTIFORA, H. "Carcinoid" 
tumor of the breast. A variant of conventional breast cancer? Human Pathol 
12:170, 1981. 
7. COOMBES, R.C., EI\STY, G.C., DETRE, S.I. et al. Secretion of 
immunoreactive calcitonin by human breast carcinomas. Brit Med J 4:197, 1975. 
8. KANEKO, H., JOJO, H., ISHIKAWA, S. et at. Norepinephrine-producing 
tumors of bilateral breasts. A case report. Cancer 4:2002, 1978. 
9. COHLE, S.D., TSCHEN, J.A., SMITH, F.E. ACTH secreting carcinoma of the 
breast. Cancer 43:2370, 1979. 
10. SAIGO, P.E., ROSEN, P.P. Mammary carcinoma with "choriocarcinomatous" 
features. Amer J Surg Pathol ):773, 1981. 

December II, 1983-Case No.l4 Accession 
No. 23298 

MODERATOR'S DIAGNOSIS: SOLID PAPILLARY MUCINOUS CARCINOMA 
(95 YEAR OLD PATIENT) 

DISCUSSION: 
Two features of this unusual solid papillary carcinoma warrant comment . 

These are abundant mucin secretion and advanced age of the patient. 
Focal mucin secretion can be found""papillary breast carcinomas and on 

occasion an invasive colloid or mucinous carcinoma can be traced to a papillary 
carcinoma. I am aware of only one example of a breast carcinoma similar to the 
one in CASE NO. 14. It is illustrated in the paper by Schaeffer et al cited below. 
The patient was 79 when a 6.0cm tumor, also centrally located, was treated by 
simple mastectomy. While largely papillary, the lesion had a component of 
invasive mucinous carcinoma. At age 88 the patient died of heart disease without 
recurrence. Grlmelius stain was negative in CASE NO. 14 and in Schaeffer et at's 
case. 

Although a good deal of attention has been focused on papillary carcinoma in 
the elderly female breast, these relatively rare variants of duct carcinoma only 
comprise approximately 3% of all cases in most published series. The significance 
of the papillary lesions relates primarily to their relatively indolent nature, 
especially if they are free of an invasive duct carcinoma component. Multifocal 
intraductal carcinoma has been reported at a distance from the main papillary 
tumor in many cases. Since a substantial risk of progression to invasion has been 
demonstrated for intraductal carcinoma, treatment of papillary carcinoma should 
take these multiple foci into consideration. When a total mastectomy is not 
performed and longevity is not limited due to other illness, post surgical 
radiotherapy is advisable. 

A relatively high proportion of papillary carcinomas are reported to be 
estrogen receptor positive, perhaps reflecting slow growth rate and the fact that 
most of these patients are post-menopausal. Slow growth and delay in diagnosis 
combined may result in the lesions becoming large and bulky. Despite this 
presentation, lymph node metastases are infrequent, there tend to be few nodes 
involved, and the prognosis is highly favorable after treatment by mastectomy. 
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lntracystic papillary carcinoma deserves comment as an extremely 
uncommon but distinct subtype of papillary breast carcinoma because of its unusual 
gross pathologic features, favorable prognosis and particular predeliction for 
elder Jy women. On gross inspection, cystic papillary carcinoma typically appears. 
to be a blood filled cyst until the blood is cleared to reveal one or more firm 
nodular or papillary tumors protruding from the cyst lining. These nodular 
excrescences are usually pale grey to tan but may appear dark red and become 
friable when infarcted. lndura tion of the cyst wall often marks an area of 
intraductal or invasive ·extension into the adjacent parenchyma. Foci such as this 
must be extensively sampled for microscopic examination since the extent of 
Invasive carcinoma is the major determinant of prognosis. 

The relationship of age at diagnosis to prognosis has been commented on and 
studied repeatedly. Anecdotal statements have tended to emphasize an 
unfavorable prognosis for "young" women while the disease is described as less 
virulent in the "elderly". Ewing offered a.succinct description when he noted that 
"in elderly subjects various forms of carcinoma develop, but the disease is usually 
of slow course, and fibrosis and cicatrization are prominent." 

Efforts to substantiate this widely held perception by more rigorous analysis 
have not come consistently to the same conclusion. One reason for this may be the 
lack of a uniform definition of "elderly." The minimum age of "old" women in a 
sampling of studies ranged from 60 to 80 years. In addition, the investigators often 
limited their observations to crude survival data, not taking into consideration 
competing causes of death and overall life expectancy in this age group. The later 
problem was well .illustrated in the nationwide survey of the American College of 
Surgeons. Data· for 733 women 75 year.s or older with breast cancer showed a 
lower 5 year survival when compared to other age groups, regardless of nodal 
status. The authors stated that "in the very old (over 75), overall survival rates 
were notable reduced, perhaps indicating the impact of intercurrent disease in the 
old." 

Although the age specific incidence of breast cancer continues to rise 
through age 6.5, it appears to decrease after 7 5 and the actual number of women 
alive at this advanced age is reduced. Therefore, women over the age of 75 years 
represent a small part of the group affected with the disease. An analysis of more 
than 1000 patients consecutively treated recently at Memorial Hospital revealed 
that 5% were 35 years or younger and that 5% were 75 years or older at diagnosis. 
If there were a prognostic difference associated with advanced age, one might 
reasonably expect that difference to be manifested in the upper 5% of the age 
distribution. It is on this basis that we have chosen age 7.5 or greater as the 
definition of elderly for the study of breast cancer. 

The paper by Schaefer et al cited below reviews our experience with 169 
elderly patients ((75) treated at Memorial Hospital from 19611 to 1970. Follow-up 
revealed that 117 patients (70%) died. Thirty-eight women (22%) developed 
recurrent breast carcinoma and 3.5 (21 %) were known to have died of the disease. 
Death was attributed to a cause other than breast carcinoma in 82 cases (49%). 
Remaining alive were 48 patients (28%) including 3 with recurrent carcinoma. 
Four patients (2%} were lost to follow-up. Although most deaths were not due to 
breast cancer, the age adjusted survival experience of our elderly breast cancer 
P.a tients was significantly poorer than that of a standard pop1.1la tion when compared 
by the life table method. This differ.ence appeared largely to reflect the mortality 
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effect of breast cancer. Median times to recurrence (25 mos) and to death from 
breast carcinoma (27 mos) were not prolonged. Pathological analysis revealed that 
some tumor types with a relatively favorable prognosis (mucinous, papillary, 
infiltrating lobular) occur more often in elderly women. Medullary carcinoma was 
infrequent. However, this distribution of tumor types probably has little bearing on 
overall prognosis in the group since infiltrating duct carcinoma which constitutes 
nearly 3/4 of the tumors was responsib le for 86% of deaths due to breast 
carcinoma. 

REFERENCES: 
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3. ROSEN, P.P., LESSER, M.L., SENlE, R. T., DUTHIE, K. Epidemiology of 
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receptor concentra tioos in 269 cases of histologically classified human breast 
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5. HUNTER, C.E., SAWYERS, J,L. lntracystic papillary carcinoma of the 
breast. S Med J 73:1484, 1980. 
6. CZERNOBlLSKY, B. lntracystic carcinoma of the female brea~:. Surg 
Gynecol Obstet. 124:93, 1967. 
7. CARTER, D., ORR, S.L., MERINO, M.J. lntracystic papillary carcinoma of 
the breast. After mastec tomy, radiotherapy and excisional biopsy alone. Cancer 
52:14, 1983. 
8. SCHAEFER, G., ROSEN, P.P. LESSER, M.L. et a l. Breast carcinoma in 
elderly women: patho logy prognosis and survival. Pathology Annual 1 9(1): 19811 On 
press). 
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COEXIST ANT INTRADUCTAL AND IN SITU 
LOBULAR CARCINOMA 

CASES NO.3 AND 1~ 

December U, 1~83 Case No.3 
Accession No. 3 2118~ 1 

MODERATOR'S DIAGNOSIS: INTRADUCTAL AND IN SITU 
LOBULAR CARCINOMA--

DISCUSSION: 

A fundamental distinction in the classification of mammary carcinoma is 
customarily made between tumors that appear to develop from ducts and those 
that ar.ise in lobules. In most cases the unit of origin is determined as being ductal 
or lobular. Separate. areas of in situ lobular and of intraductal carcinoma are 
sometimes found in the same breast. Rarely, the two distinct patterns occur side 
by side within the same lobular-duct complex. These phenomen are illustrated in 
CASES NO. 3 and 19. 

Intraductal carcinoma (IDC) and in situ lobular carcinoma (LCIS) co-exist 
more often th!ln generally appreciated.-Among 50 women with a breast biopsy 
repoded to show roc, we found 5 (10%) who also had LCIS in their mast.ectomy. 
Four percent of 50 women with a biopsy diagnosed as LCIS had !DC as well at 
mastectomy. 

These data were derived from a detailed study of non-invasive breast cancer 
diagnosed at Memorial Hospital from 19.76 to 1978. 

One hundred twenty-nine· biopsies from 121 patients with a frozen or paraffin 
section diagnosis of non-invasive breast carcinoma were studied. Eight women had 
bilateral non-invasive carcinoma. Seven biopsies reported as intraductal on frozen 
section contained invasive carcinoma on paraffin section. Of the remaining 122 
biopsies proven to have non-invasive carcinoma on paraffin section, 39 (311%} were 
reported at frozen section and as non-invasive carcinoma, 211 (20%} as atypical and 
59 (118%} as benign. Intraductal carcinoma was identified more often at frozen 
section (45%} than was lobular carcinoma in situ (19%}. 

After excisional biopsy, carcinoma was found in 56% of 103 mastectomy 
specimens, including invasive carcinoma in 6% of breasts with !DC and 4% with 
LCIS. Residual. non-invasive carcinoma was usually of the same type found at 
biop~y (90% IOC and 88% !.CIS) and wa$ found in 64% with !DC anc;! in 60% with 
LCIS. When the frozen or paraffin section diagnosis of generous excisional biopsy 
was non-invasive breast ·carcinoma, there was a substantial risk that foci of the 
same type of non-invasive carcinoma were also present in other quadrants. Occult 
foci of invasive carcinoma were infrequent and the risk of axillary metastases was 
very low. 

There has been a great deal of controversy generated by long term follow-up 
studies of non-invasive breast car·cinoma. Particular interest has been directed to 
the question of whether it is· necessary to perform a mastectomy. While no 
concensus has been reached; some general conclusions can be states: 
J. Biopsy proven non-invasive breast carcinoma will be cured by total 

mastectomy of the affected breast in virtually all cases. 
2. A patient with non-invasive carcinoma in one breast is at risk to have the 

disease in the opposite breast. This risk is greater for those in situ lobular 
carcinoma alone or in combination with intraductal carcinoma than for 
intraductal carcinoma alone. 
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If the breast with in situ lobular or intraducta l carcinoma is not removed at 
the time of biopsy-;- the organ is at risk to develop an invasive carcinoma 
later. The likelihood that this will happen appears greater for intraductal 
than for in situ lobular carcinoma. Intraductal carcinoma may also 
predispose to a shorter average interval before an invasive tumor develops. 
Patients with in situ lobular carcinoma appear to have a substant ial chance of 
deve loping invasive carcinoma in the opposite breast. However, most 
patients whose other breast is at risk can be identified if the contralateral 
breast is biopsied when ipsilateral in situ lobular carcinoma is identified . 
The majority of pa t ients with in si tu lobular or intraductal carcinoma 
"treated" only by biopsy do not develop an invasive carcinoma even after 
follow-up for more than 20 years. 
This phenomenon has impor.tant implications for the treatment of patients 
with invasive carcinoma, especially when the primary lesion is 2cm or less in 
diameter. In th is setting multicentric carcinoma, if present, is likely to be 
non-invasive and may therefore constitute a long-term risk for some but 
probably not all patients treated by part ial mastectomy. 
When a mastectomy is performed after a biopsy diagnosis of non-invasive 
carcinoma, this should include incontinuity dissection of the low axillary 
contents because of the remote chance of metastases and to ensure complete 
removal of the axillary tail. 

The pathological findings in CASE. NO. 3 are a challenging diagnostic 
problem. A variety of abnormalities are noted, including a small fibroadenoma and 
extensive epithelial hyperplasia of ducts and lobules. Lobular carcinoma in situ 
was limited to one lobular complex and may not have been apparent in all sections 
distributed. As illustrated at the conference, complete involvement of one lobule 
was discovered among serial sections. The cells exhibited cytoplasmic secretory 
vacuoles, a feature discussed below in relation to CASE NO. 8. Transitions 
between atypical duct hyperplasia and foci interpretable as micropapillary 
carcinoma were found. 

December 11, 1983-Case No. 19 
Accession No. 211996 

MODERATOR'S DIAGNOSIS: INTRADUCTAL CARCINOMA MERGING WITH 
LOBULAR CARCINOMA IN SITU 
(PRIOR CONTRALATERAL CARCINOMA) 

DISCUSSION: 
Existance of in situ carcinoma which has the cytological features and growth 

pattern of duct and lobular carcinoma is not widely appreciated. The process by 
which this extraordinary growth develops is not clear but two explanations may be 
considered. Extension of lobular carcinoma into ducts is a well-recognized 
phenomenon "Pagetoid" growth was noted in the original report of Foote and 
Stewart. Under these circumstances, lobular carcinoma cells are easily identified 
in the epithelium lining the duct or growing outward in a "clover leaf" fashion. 
Papillary or cribriform intraductal growth patterns have not been described as 
intrinsic features of duct involvement by lobular carcinoma in situ, although one 
may observe "Pagetoid" extension of lobular carcinoma cells among the cells of 
pre-existing benign papillary duc t epithelium. 
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A second possibility is to postulate independent foci of intraductal and in situ 
lobular carcinoma in the same lobular-duct unit. Merging of the two could be 
termed an intraepithelial "collision" carcinoma. This process would be consistent 
with the observed differences between the two histologic patterns that were 
maintained for the most part in the two cases presented here. 

The intimate merging of t he lobular and intraduc ta l carcinoma cells tha t was 
observed leaves little room for a term such as lobular neoplasia. The fact that the 
individual cells were nearly indistinguishable in the junctional zones is an indication 
of the carcinomatous character of the lobular as well as the duct component. These 
cases provide additional support for the concept of intraepithelial carcinoma in the 
lobular unit, an entity appropriately termed lobular carcinoma in situ. 

Some additional features of the patient presented in CASE NO. 19 are 
noteworthy. The patient was 8.5 years old and post-menopausal. Hence, she 
illustrates the existence of lobular carcinoma in situ after the menopause. Since 
lobules tend to be a trophic in e lderly women, the disease usually presents in 
terminal ducts in this age group. 

In 1970 this patient was treated for an invas ive carcinoma of the right 
(opposite breast). Metastases were found in 4 of 9 axlllary lymph nodes. On review 
today, the right carcinoma was largely ductal in type and showed this feature in 
the axillary metastases. Among the sections of the primary tumor reviewed, an 
area of small cell, invasive lobular carcinoma was evident in retrospect. 

REFERENCES: 
1. ROSE N, P.P. Frozen section diagnosis of breast lesions. Ann Surg 187:17, 
1978. 
2. ROSE N, P.P., and BRAUN, o. w., JR. The c linical significance of pre-
invasive breast carcinoma. Cancer 46:919, !980. 
3. ROSEN, P.P., LIEBERMAN, P.H., BRAUN, D. W. et al. Lobular carcinoma in 
situ of the breast: Detailed analysis of 99 patients with average follow-up of 24 
years. Amer J Surg Pathol. 2:22.5, 1978. 
~. ROSEN, P.P., SENIE, R.T., SCHOTTENFELD, 0 ., and ASHIKARI, R. Non
invasive breast carcinoma: Frequency of unsuspected invasion and implica t ions for 
treatment. Ann Surg 189:377, 1979. 
5. ROSEN, P. P. Coexistent lobular carcinoma in situ and intraductal carcinoma 
in a single lobular-duct unit. Amer J Surg Pathol. 4:241, 1980. 



-12-

MAMMARY SARCOMA 
CASES NO.4, 9 AND 16 

December 11,1983- Case No. 4 
Accession No. 24592 

MODERATOR'S DIAGNOSIS: FIBROPROLIFERATIVE TUMOR 
FAVOR FIBROSARCOMA, LOW GRADE 

DISCUSSION: 
ThiS 49 year old had a breast tumor of several weeks duration which 

measured 5cm. Mammography suggested a cystic tumor. Gros;;ly, it was sharply 
circumscribed with central softening and cyst formation. Most of the lesion was 
described as solid and fleshy. Hormone receptor analysis revealed little binding. 
On electron microscopy the tumor: cells were described as fibroblastic and "no 
myofibrils (were) seen". Following a diagnosis of "stromal sarcoma, predominantly 
well differentiated fibrosarcoma", a mastectomy was performed. No residual 
tumor was identified and the patient remains free of disease one year later. 

The lesion is clearly a spindle cell tumor arising in roam mary stroma. We 
were unable to demonstrate actin or myosin and no myofibrobla.sts were seen by 
EM. Tumor cells did not have red cytoplasm with trichrome stain. These 
observations lead me to conclude that we are dealing with a fibroblastic 
proliferation with varying amounts of collagen formation. 

A scattering of inflam rna tory cells, largely neutrophils, was present. These 
cells tended to be concentrated around blood vessels within the tumor and were not 
particularly numerous at the periphery of the lesion. It was my impression that the 
iofl.am matory reaction was related to central necrosis which apparently antedated 
the biopsy. 

Mitotic figures were not numerous but were present throughout the lesion. 
The submitting pathologist reported foci with up to 5 per 10 HPF. 

The tumor bad a distinct herring bone pattern in areas. At the periphery it 
was sharply separated from non-neoplastic breast stroma and with rare exceptions 
bad a pushing rather than infiltrative margin. 

All of these features taken together lead me to cla<sify thiS tumor as a 
fibrosarcoma, low grade. 

December 11, 1983-Case No.9 
Accession No. 22854 

MODERATOR'S DIAGNOSIS: SARCOMA (FEATURES OF OSTEOSARCOMA 
AND FIRBROUS HISTIOCYTOMA);HISTORY 
OF PREVIOUSLY EXCISED LIPOMA 

DISCUSSION: ~ 
Six months after excision of a Scm mammary ''lipoma", this patient was found 

to have a cystic mass at the biopsy site. ThiS drained serosanguinous fluid and was 
opened and packed. Nine months after initial surgery a mass 12 X 8 X 5cm 
surrounding the persistent sinus tract was excised. A mastectomy revealed no 
residual tumor and negative axillary lymph nodes. Four years later tbe patient was 
free of disease. 
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At the time of this writing, slides of the "lipoma" have not been available for 
review so its relationship to the later specimen remains undetermined. The slides 
showed an invasive spindle ceJl tumor with considerable nuclear pleomorphism and 
.scatter.ed mitotic figures which a re easily found. The growth pa ttern is clearly 
storiform. Of considerable interes.t are foci with transition from the storifor m 
fibroblastic pat tern to regions with osteoid and calcification typical of osteogenic 
sarcoma. These areas also feature a round cell sarcoma component typically seen 
·in osteogenic sarcoma as well as multinucleated giant cells typical of bone lesions. 

The differential diagnosis is between mammary carcinoma with sarcomatous 
metaplasia and primary sarcoma of the breast. I was unable to find any evidence 
of an epithelial component and on the basis of the material seen classify the tumor 
as a high grade mammary sarcoma with features described. 

December 11, 1983-Case No. 16 
Accession No. 10051 

MODERATOR'S DIAGNOSIS: HEMANGIOPERICYTOMA 

DISCUSSION: 
In 1958 this 49 year old woman presented with a 9cm, medially placed tumor, 

present for two years, that had enlarged recently. At mastectomy, the lesion did 
not involve pectoral muscles. It had a yellow-grey appearance with foci of 
hemorrhage and necrosis. There were no lymph node metastases. Diagnoses 
offered by consultants included fibrolipoma (W.H. Carnes), benign mesothelioma 
(A.P. Stout), angiosarcoma (R.o. Neubecker of P,FIP), liposarcoma (L. V. 
Ackerman), liposarcoma (F. W. Stewart), fasciitis ('J.F. Kuzma), liposarcoma (D. A. 
Wood), liposarcoma (C.F. Geschickter), angiolipoma (E.M. Butt and N. Friedman). 
This case was also reviewed by groups of pa thologists in Cali fornia and Seattle in 
1971. At t hat time most concluded it was malignant with the following 
distribution: angiosarcoma 12; liposarcoma 12; hemangiopericytoma 27; other 
sarcoma 10; mesenchymoma 6; benign lesions 12. 

Twelve years· after surgery the patient was suffering from rheumatic heart 
dise11se with no recurrent tumor. 

I think tha.t the diagnostic problem results from difficulty in deciding whether 
the lesion· is benign or malignant and failure to recognize the growth pattern of 
hemangiopericytoma. Thus, if one does not consider the latter diagnosis but thinks 
this is benign, one has few well defined categories for diagnosis leading to such 
terms as fibrolipoma and angiolipoma. Simil&rly, the tumor does not fit exactly 
into any well dHined group of sarcomas. Considerable invasion of fat makes 
liposarcoma a consideration while vascular areas lead to the diagnosis of 
angiosarcoma. Typical featur.es of hemangiopericytoma seen here are a 
predominating spindle cell infiltrating proliferation forming minute storiform foci 
that tend to center on inconspicuous vascular channels and other areas with 
delicate interanastomosing capillary channels distributed among more plump 
fusifor m cells. Vascularity in these lesions can be better appreciated with the 
reticulin stain. 
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MAMMARY SARCOMAS 

Cases No. 4, 9, 16 illustrate some of the very varied sarcomatous lesions 
which can involve the breast. Experience with these tumors is limited in any one 
institution but the impression gained from reviewing the literature is tha t almost 
any sarcoma which occurs in extramammary soft tissue can also develop in the 
breast. These probably arise from the non-specialized fibrofatt y stroma which is 
not apparently hormone dependant and are thus to be distinguished from 
mesenchymal tumors that develop f rom the specialized periductal and intralobular 
stroma. These later tumors are essentia lly all cystosarcoma phy !lodes. When 
considered in this fashion, the widely used term stromal sarcoma must be regarded 
as inappropriate for two reasons. Since sarcomas are stromal, the term is 
redundant and the tumors so descr ibed apparently do not derive from specialized 
mammary stroma. Hence, the diagnosis of stromal sarcoma, while convenient, 
probably should be abandoned. An attempt should be made to offer a specific 
histological diagnosis and grade or if the lesion is unclassifiable this should be 
stated. 

The rela tive frequency of different types of breast sarcoma is difficult to 
ascertain but the most common include fibrosarcoma, liposarcoma and 
undifferentiated high grade sarcoma. Leiomyosarcoma and sarcomas with bone and 
cartilage seem to be about equally frequent. 

Among fibrosarcomas, CASE NO. 4 illustrates the low grade end of the 
spectrum. There is conside rable confusion in terminology in th is a rea where 
diagnoses such as fibromatosis, infiltrative fibromatosis, desmoid and low grade 
fibrosarcoma are not used in a uniform fashion. 1 have seen several unfortunate 
examples of "fibromatosis" arising in the breast which have pursued an inexorable 
course of local recurrence resulting in extensive mutilation and even death from 
visceral invasion. These tumors should not be underestimated no matter how 
innocent they may look. 

CASE NO. 9 illustrates the pleomorphic or heterogeneous appearance that 
can occur in some breast sarcomas. We have seen fibrous hist iocytoma and 
osteosarcoma. Perhaps there was a fatty component in view of the previously 
excised "lipoma". The mitotic rate was modest in this lesion and with in the 
spectrum of grade seen in mammary sarcomas, I regard such a lesion as 
intermediate. 

Intermediate and high grade sarcomas constitute the majori ty of breast 
sarcomas and a re certainly capable of metastasizing systemically. It is difficult to 
compare the prognos is of mammary and extramammary sarcomas because the 
small numbers o f breast lesions make it difficult to have adequate data to stratify 
cases by tumor type, stage and grade. One recent review of 105 breast sarcomas 
reported 59% five year survival with deaths not all attributable to tumor. Another 
review of the same studies repo_rted 29 tumor related deaths in 100 cases after 
exclusion of desmoid tumors and fasciitis. 
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CASE NO. 16 represents a special problem s ince it appears that 
hemangiopericytomas with th is appearance in the breast have a low grade clinical 
course. We have descr ibed two patients with mammary he mangioper icy to mas. 
One measured 5cm and the other llcm. The pat ient with the ll em tumor was 
treated with mastectomy and was free of disease after 23 years, and the other 
patient was treated with excisional b iopsy only and was free of disease after 12 
years. A comparable sequence has been described in the litera ture and is 
manifested by the patient presented here. Perhaps we should use a diagnosis of 
benign hemangiopericytoma for such tumors. At most, they seem to behave as low 
grade sarcomas. 
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HIGH GRADE MMAMARY CARCINOMA 

December 11, lnJ- Case No.5 
Accession No. 245112 

MODERATOR'S DIAGNOSIS: HIGH GRADE ADENOCARCINOMA 

DISCUSSION: 
This 70 year old presented with a large tumor of the right breast and a mass 

in the right axilla. These findings were "discovered" while she was being worked up 
for uveitis. Among other medical problems she had rectal bleeding ascribed to 
hemorrhoids. A bone scan revealed diffuse uptake in the skull, possibly due to 
Paget's disease. 

lncisional biopsy revealed a granular, friable tumor of the breast. 
Microscopic examination revealed a partly necrotic undifferentiated carcinoma 
that gave a negative reaction for mucin. The possibility of metastasis to the 
breast was considered. When an extramammary primary was not found clinically, a 
mastectomy was performed. The tumor was lOcm in diameter and invaded 
pectoral muscle. Metastases were found in numerous axillary lymph nodes. 

Review of the histological sections today reveals a remarkably 
undifferentiated invasive carcinoma. No intraductal carcinoma is seen and while 
this leaves some doubt that this is primary in the breast, the clinical presentation 
with ma.ssive involvement of the axilla would be most unusual for tumor metastatic 
to the breast. Estrogen receptor analysis was most likely negative in this high 
grade tumor. 

This is not a medullary carcinoma if one uses a specific set of criteria for 
diagnosis. Absent in t his case are circumscribed margins (microscopic invasion of 
fat was not ed); peripheral lympho-plasmacytic reaction; syncytial growth pattern 
with tumor cells growing in broad sheets separated by stromal cords having a 
lympho-plasmacytic infiltrate. Undifferentiated type of cell and necrosis are 
features in common with true medullary carcinoma. While true medullary 
carcinomas may become quite large, they rarely result in extensive axillary 
metastases. In our experience, only 796 of patients had four or more nodes 
involved. One should be cautious in making a diagnosis of medullary carcinoma 
when there is clinical evidence of substantial axillary nodal spread. 

The distinction between true medullary carcinoma and high grade non
medullary carcinoma is clinically important. When compared with the patients 
with non-medullary infiltrating duct carcinoma, patients with medullary carcinoma 
have a significantly higher survival rate at 10 years, (81196 vs. 63%), and a more 
favorable prognosis even when nodal metastases are present. Within the medullary 
carcinoma group, patients have a significantly better survival rate if their primary 
tumors are smaller than 3cm in diameter. Patients whose tumors had a sparse 
lymphoid infiltrate had a relatively poor prognosis. Intraductal carcinoma at the 
periphery of the lesion is not associated with a less favorable prognosis. 
Intraductal carcinoma is consistent with the diagnosis of medullary carcinoma if all 
other criteria for the diagnosis are satisfied. 
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Multicentricity is infrequently seen in medullary carcinoma. Analysis of 58 
cases revealed multicentric in situ carcinoma in 5% and multicentric invasion in 
another. 5%. For invasive duct carcinoma, the corresponding percentages were 12% 
in situ and I If% invasive. 
- --Bilaterality is also infrequent, having been found in 12% of patients 
medullary carcinoma and 22% of those with invasive duc t lesions. the mean age at 
diagnosis for medulllary carcinoma is the lowest (119 years) of any of the relatively 
common types of carcinoma. Also of note is the recent observation that patients 
with medullary carcinoma tend to have significantly more lymph nodes found in 
tlieir axillary contents when a mastectomy is performed, even when t he nodes a re 
negative. 
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December II, 19&3 - Case No. 6 
Accession No. 19117 

MODERATOR'S DIAGNOSIS: ANGIOSARCOMA GROUP I 

DISCUSSION: 
Angiosarcoma has been considered to be almost uniformly fatal. Although 

nearly I 00 cases have been reported in the medical literature in this century, no 
group of pathologists has had an opportunity to examine enough cases to assess the 
morphologic spectrum of the disease. When the pathologic and clinical features of 
40 patients with angiosarcoma of the breast were reviewed, three general 
histologic patterns of growth were· identified and found to correlate closely with 
prognosis. Whereas 10 of the 13 patients in histologic Group I were alive and free 
of disease with an average follow-up of nearly 6 years, only two of 16 Group III 
patients were free of disease, and 14 have died. The six Group II patients had a 
survival similar to those in Group I. In this series the disease-free survival at 3 
years was 4I% and at 5 years 33%, much better than that reported in previous 
reviews of mammary angiosarcoma. The data also indicated that adjuvant 
chemotherapy, specifically actinomycin D, is effective in some patients with 
angiosarcoma of the breast. Total excision of all vascular lesions of the breast is 
essential in order to determine both the diagnosis and the appropriate therapy. 

The case presented here exemplifies the Group I angiosarcoma. It consists of 
orderly interanastomosing vascular channels proliferating within mammary 
parenchyma and fat. Endothelial cells are not conspicuous although some 
hyperchromatic nuclei are found. There is almost no papillary endothelial 
hyperplasia. The most distinctive feature of Group II angiosarcoma is focal 
papillary endothelial proliferation and/or solid foci of stroma. All of these 
features are abundantly present in Group III lesions, accompanied by areas of 
necrosis, hemorrhage and to a varying extent areas of solidly growing sarcoma. 

The older literature on angiosarcoma of the breast contains the term 
"metastasizing angioma," used to convey the view that this malignant tumor could 
have a deceptively benign histologic appearance. More recent reports repeat the 
warning that angiosarcomas can look histologically benign. Consequently, many 
pathologists consider all pa lpable and some microscopic vascular lesions of the 
breast to be malignant and likely fatal regardless of the histologic appearance. We 
believe that any palpable vascular breast tumor should be completely excised and 
evaluated thoroughly microscopically before a diagnosis is made. The majority of 
such lesions will prove to be angiosarcomas fulfilling the criteria described in this 
report. However, there do appear to be a few vascular tumors which are 
apparently not malignant, including, among others cavernous hemangiomas and 
"vascular anomalies." 

The benign perilobular hemangioma is a re latively common lesion, found in 
1.2% of mastectomy or biopsy specimens for malignant or benign breast disease. 
Although this lesion has been considered as a possible precursor for angiosarcoma 
of the breast, our experience does not substantiate this view. 
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We have identified a group of very small angiomatous lesions (.5mm to 
microscopic size) composed of vascular spaces lined by prominent, atypical 
endothelial nuclei. The na ture of these a typical microscopic angiomatous lesions 
identified incidentally is difficult to discern. It is possible that they are an early 
stage of angiosarcoma. However, we fee l that they are not diagnosible as such a t 
this stage and prefer the term "atypical mic roscopic angioma" to describe them. 
Whe ther treated by mastec tomy or wide excision all have had a benign course. 
Probably wide excision is adequate therapy for these lesions. 

The primary treatment of mammary angiosarcoma should be a thorough 
excision of the tumor. In most cases this will necessitate at least a simple 
mastectomy, and depending on the location within the breast may require pectoral 
muscle resection as well. None of our cases had axillary metastases, and there is 
only one documented case of axillary metastasis in the literature. Axillary 
dissection would seem appropriate only if necessary to provide an adequate margin 
of excision. 

The role of rad iation as either primary or adjuvant therapy for mammary 
angiosarcoma cannot be determined on the basis of our data. Only three patients 
received radiation without mastectomy. The patient in Group I who was treated 
with cobalt radiation following wide excision is free of disease with a follow-up of 
less than 2 years. The patient in Group Ill who was treated with actinomycin D and 
radiation following excisional biopsy, and she is free of disease nearly ~ years after 
diagnosis. We do not feel that radiation or chemotherapy without mastectomy is 
adequate therapy for this disease, regardless of the histo logic type. 
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CARCINOMA ARISING IN A FIBROADENOMA (OR PAPILLOMA) 

December II, 1983-Case No. 7 
Accession No. 21071 

MOD ERA TOR'S DIAGNOSIS: CARCINOMA ARISING IN A FIBROADENOMA 
(OR PAPILLOMA) 

DISCUSSION: 
This circumscribed nodular lesion presents several diagnostic problems which 

are compounded by two aspects of the clinical presentation. When diagnosed the 
tumor was evidently a new finding, not present on examination one year and again 
two months earlier. Secondly, the lesion was described as "subareolar". 

Microscopic study provides convincing structural evidence that there is an 
underlying benign lesion present. Features favoring a fibroadenoma are nodular, 
lobula ted configuration and attenuated epithelium spread over relatively large 
areas of stroma. Failure to detect such a fibroadenoma clinically is difficult to 
explain unless the lesion became substantially larger as a result of neoplastic 
transformation of the epithelial component. On the other hand an antecedent 
nodular papilloma is more likely to occur in an elderly women. These lesions can 
form circumscribed, lobulated tumors a lthough stroma such as seen here is unusual 
for such a tumor. There is evidence in the lesion that some stromal features are 
related to development of carcinoma. 

Given all of the features, I am inclined to favor an antecedent fibroadenoma 
but cannot exclude papilloma. The original submitting pathologist regarded the 
underlying lesion as a papilloma. 

Obviously, there has been a significant alteration of the epithelium in this 
lesion. It is interesting that the margin of the tumor included an area of cystic and 
papillary apocrine hyperplasia. In my opinion, the proliferating epithelial 
component of the nodule also has apocrine characteristics. While the submitt ing 
pathologist felt this was a benign process, the atypical cytological features of the 
cells and their accumulation in sizeable aggregates with an invasive growth pattern 
are indicative of carcinoma. 

Beyond noting apocrine features, further classification of the lesion is 
difficult because the stroma has characteristics of both colloid carcinoma and 
chondroid metaplasia. The mucicarmine stain was positive extracellularly but only 
rarely within cells. This is unusual in true colloid carcinoma but may occur in 
chondromyoid metaplasia. As might be expected, the alcian blue stain was strongly 
positive. These findings lead me to favor a poorly developed metaplasia with 
chondromyxoid features. A Grimelius stain was negat ive. 

This case may serve as an occassion to comment on carcinoma arising in 
fibroadenomas. Patients with carcinoma in a fibroadenoma tend to be older than 
women with benign fibroadenomas. The majority of lesions are lobular carcinoma 
in situ. Some cases a re found to have carcinoma of the contralateral breast. For 
invasive carcinoma within a fibroadenoma complete mastec tomy is warranted in 
virtually ali instances while non-invasive disease treat ed by complete mastectomy 
is essentially curative. Contralateral breast biopsy at the time of diagnosis with a 
careful life-time follow-up are appropriate because of the high risk of 
contralateral carcinoma. There seems to be no evidence of striking or unusual 
epithelialhyperplasia in the breast tissue adjacent to fibroadenomas that contains 
carcinoma suggesting that the carcinomas are not intrinsically different from those 
not related to fibroadenomas. 
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The fact that the prognosis is usually favorable appears to reflect the overall 
stage of disease encountered and does not appear to be specific for an association 
of carcinoma with a f ibroadenoma. It seems like ly tha t the de tec tion of a mass 
caused by the fibroadenoma is the reason for the "ear ly" stage of most assoc ia ted 
carcinomas and tha t the carcinomas are not intrinsically diffe rent fro m those not 
related to fibroadenomas. 

Treatment by excision without mastectomy invokes the same concerns about 
multicentricity that apply to any other form of breast carcinoma. Most 
experienced pathologists have seen at least one case in which a fibroadenoma 
containing carcinoma was found in a mastectomy specimen when the operation was 
performed for carcinoma diagnosed clinically in another part of the breast. 
Conversely, multicentric cancer may be found when a mastectomy is performed 
after a diagnosis of carcinoma arising in a fibroadenoma. There are no data which 
specifically define the extent of multicentricity associated with carc inoma in 
fibroadenomas. However, since the most frequent types of carcinoma seen in these 
circumstances are in situ lobular and intraductal, the patterns of multicentricity 
which occur in these diseases are likely to dominate. 

In summary I would characterize the lesion in Case No. 7 as invasive apocrine 
carcinoma with chondromyxoid metaplasia probably arising in a fibroadenoma. 
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INFILTRATING LOBULAR CARCINOMA 
CASES 8, 17, 23 

December ll, 1983-Case No.8 
Accession No. 21889 

MODERATOR'S DIAGNOSIS: INFILTRATING "LOBULAR" CARCINOMA; 
IN SITU TERt'viiNAL DUCT CARCINOMA 

DISCUSSION: 
This postmenopausal woman had a diffuse mass in the right upper outer 

quadrant. Infiltrating lobular carcinoma was found. Metastatic carcinoma involved 
31 of 33 lymph nodes at mastectomy. We are not given information about further 
treatment but the patient was reportedly alive and free of disease seven years 
later. 

Microscopically, the carcinoma consists of small uniform cells with little 
round nuclei and relatively scant cytoplasm. A few signet ring cells can be found. 
The cells tend to be arranged in linear arrays or are dispersed individually without 

_ forming cohesive masses, glands or papillary structures. Isolated signet ring cells 
give positive reactions with alcian blue and mucicarmine. No in situ carcinom·a is 
found in the atrophic lobules present, but an in situ component is evident in 
terminal .ducts. 

The pattern and cytological features in this case illustrate a classic example 
of small cell or invasive lobular carcinoma. Finding the in situ component in 
terminal ducts with the lobular lesion absent is typical for invasive lobular 
carcinoma in postmenopausal women. 

December II 1 1983-Case No. 17 
Accession No. 241115 

MODERATOR'S DIAGNOSIS: IN SITU AND INFILTRATING LOBULAR 
CARCINOMA (SIGNET RING TYPE) 

DISCUSSION: 
This 58 year old woman was postmenopausal by virtue of a hysterectomy but 

received premarin. She underwent mastectomy for an ill defined carcinoma of the 
left lateral breast. There were no metastases among 24 lymph nodes and hormone 
receptor analysis of the lesion yielded a positive result. 

Microsc9pically, the spe<;:imen snows well defined !9b.vle$ whi<;;h exhibit a 
fairly ordinary type of in situ lobular carcinoma. Extension of the in situ 
component to ducts is evident. Cells in the invasive component are larger than 
thos·e in CASE NO. 8 and they exhibit more pronounced signet ring cell formation. 
Many of the cytoplasmic vacuoles contain deeply eosinophilic homogeneous 
globules of secretion. Signet ring cells and secretory globules were almost entirely 
absent from in situ foci. The globules were strongly positive with mucicarmine. 
Extraglobular cytoplasm of signet ring cells was strongly immunoreactive for CEA 
and negative for alphafetoprotein and alphalactalbumin. 
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December II, 19&3-Case No. 23 
Accession No. 25016 

MODERATOR'S DIAGNOSIS: IN SITU AND INFILTRATING 
LOBULAR CARCINOMA 

DISCUSSION: 
This 47 year old woman with a history of premarin use for one yea r 

underwent mastectomy for a 7cm centrally located invasive breast carcinoma. 
Metastases were present in six axillary nodes. Premarin had been administered 
because the patient was "t ired out". At the time of diagnosis she had palpable liver 
enlargement. Results of bone and liver scans, if done, are not given. The patient 
was reportedly "welJ" 3-4 months post surgery. 

Microscopically, the tumor is an in situ and infiltrating lobular carcinoma. 
The in situ component is of interest because in a reas it is characterized by a 
dimorphic cell populat ion composed of so-called "small" cells and "large" cells 
referred to by Haagensen et a l as types A and B respectively. Interesting ly, the 
invasive component, growing in a solid and linear fashion, bears a closer 
resemblance to the "large" type B cells. Signet ring cell formation was 
inconspicuous in this case, t umor cells were negat ive with alcian blue and 
mucicarmine and only focally positive for CEA. 

lNFIL TRA TING LOBULAR CARCINOMA 

Among the more common forms of mammary carcinoma, this entity is 
perhaps the least well defined and sub ject to varied interpre tation. Classical 
examples, exemplified particularly by CASE NO. 8 are usually recognized without 
too much difficulty. However, even here, with classical microscopic features, 
some pathologists are reluctant to make the diagnosis in the absence of an in situ 
lobular component. 

Variants of invasive lobular carcinoma have been described under terms such 
as solid, tubular, alveolar, trabecular, etc. In most of these patterns, the diagnosis 
rests on cytological features with emphasis on small uniform cells of the sort 
commonly associated with in situ lobular carcinoma. 

In general, these have been purely morphological distinctions with little 
clinical correlation and it remains to be determined whether any of t hese subgroups 
can be defined as a distinct clinicopathological entity. For the present, I prefer to 
reserve a diagnosis of invasive lobular carcinoma for lesions that exhibit entirely or 
nearly so a linear and periductal, targetoid growth pattern. In situ lobular disease 
is typically seen premenopausally in such patients while after the menopause the in 
situ component is usually limi ted to terminal ducts. 

When so defined, invasive lobular carcinoma appears to have distinct c linical 
characteristics. There is convincing evidence that this is a prognostically 
favorable tumor, particularly in Stage I patients. We have also reported that 
patients with invasive lobular carcinoma are particularly prone to bilaterality (seen 
in 28% of 43 cases where biopsy had been performed on the opposite breast 
concurrently or there was previously known cancer) and to multicentricity (found in 
54% of 70 mastectomy specimens, with 22 or 31% having multicen tric invasion). 
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For the present, I classify carcinomas not having the pattern and cytological 
features described above as either terminal duc t carcinoma or mixed duct and 
lobular carcinoma. The distinction between these two diagnoses is less than 
satisfactory and is currently under analysis. 

A final comment should be made about signet ring cells in breast carcinoma. 
Several recent pap~trs published under this title suggest that a new entity has been 
def ined. It should be recalled that Foote and Stewart referred to ''mucoid globules" 
in the cytoplasm of cells in in situ lobular carcinoma. 

This is an under-appreciated characteristic of lobular carcinoma. Usually, 
this consists of small intracytoplasmic vacuoles in in situ lesions. Rarely, fully 
distended signet ring cells may be formed in situ, although this is more 
characteristically observed in a form ·of invasive lobular carcinoma. By electron 
microscopy, It has been shown that the cytoplasmic lumens are surrounded by 
microvilli and this feature accounts for the ring or membrane seen by light 
microscopy around the intracytoplasmic lumen. In my experience, the finding of 
intracytoplasmic mucin secretion is quite unusual in benign or hyperplastic breast 
epithelium, despite the fact that secretion in normal lobules and ducts often gives 
a positive mucin stain. While I would probably not base a diagnosis of LCIS entirely 
on this feature, when present it is likely to be additional evidence to support that 
diagnosis. Of course, intracytoplasmic mucin secretion is not found in example of 
LCIS. There is no evidence to suggest that this feature affects the risk of 
progression to carcinoma for patients whose lesion is in situ if not treated by 
mastectomy. 

Steinbrecher and Silverberg conc.luded that signet ring cell carcinoma is a 
variant of invasive lobular carcinoma. On the other hand, Merino and LiVolsi felt 
it had unusual clinical features (poor prognosis and tendency to serosal metastases) 
as well as a distinctive pathological presentation which warranted designation as a 
separate group of tumors. It should be mentioned that Merino and LiVolsi stated 
that invasive lobular carcinoma was also present in each of their cases and that 
46% had in situ lobular carcinoma. And, it can be added that whether signet ring 
cells are present or not, invasive lobular carcinoma has a tendency to metastasize 
not only to serosal surfaces, but also to the ovaries, uterus, and stomach. 
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SQUAMOUS CARCINOMA 

Decemb.er II, 1983-Case No. 10 
Accession No. 24964 

MODERATOR'S DIAGNOSIS: SQUAMOUS CARCINOMA 

DISCUSSION: 
The gross findings in this case are typical for squamous carcinoma in that the 

tumor apparently resembled a squamous inclusion cyst ("a rind like layer up to 4 
mm in thickness with a central substance soft and mushy pale yellow-white"). 
Larger squamous carcinomas may cavitate centrally. Some of these tumors invade 
the skin with resultant sinus formation. The development of communication with 
the skin can present a diagnostic problem since it becomes impossible to exclude 
origin from the skin. 

The microscopic diagnosis of squamous carcinoma of the breast is not 
challenging. Most of the lesions are histologically well differentiated, at least in 
part. However, one should be aware of a tendency for these tumors to develop 
spindle cell pseudosarcomatous areas which can resemble fibrosarcoma. In 
extreme examples, the latter component may dominate. 

The histogenesis of squamous carcinoma of t he breast is obscure. Since 
squamous metaplasia occurs not infrequently as a focal event in mammary 
adenocarcinomas, this is the likely source in most cases. In these circumstances, 
an apparently pure squamous carcinoma would, in fact, be an extreme form of 
metaplastic adenocarcinoma. Origin in benign metaplastic squamous epithelium is 
also theoretically possible. In ·vitro studies of human mammary epithelium have 
shown t hat squamous metaplasia can be induced by exposure to cyclic adenine 
nucleotide and prostaglandins. Tissue obtained in the later third of the menstrual 
cycle proved especially susceptable to this effect. 

Cases reported in the literature do not provide a clear picture of the biology 
of this form of breast cancer, especially when other prognostic factors such as 
tumor size and nodal status are considered. Some patients have developed axillary 
and systemic metastases. It is my impression that these carcinomas should be 
regarded as being as aggressive as the average invasive duct carcinoma and that 
treatment should be recommended accordingly. 

The fact that estrogen receptors was reported positive in this case is 
baffling. I am not aware of this having been studied in other cases. It is 
conceivable that the por.tion of tumor submitted for biochemical analysis retained 
adenocarcinoma to us features. 

Finally, as with any extremely uncommon histological pattern, metastasis to 
the breast must· be considered. There are at least as many recorded cases of 
metastatic epidermoid carcinoma in breast as there are primary lesions. 
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APOCRIN.E CARCINOMA 
CASES 12, 13 AND I5 

December 11, 1983-Case No. I2 
Accession No. 21538 

MODERATOR'S DIAGNOSIS: INTRADUCTAL AND INFILTRATING DUCT 
DUCT CARCINOt\M WITH CLEAR CELLS; 
LYMPHATIC TUMOR EMBOLI; 
TUBULAR CARCINOMA 

DISCUSSION: 
This case dates from 1975 at which time the patient presented with a 2cm 

mass in the left breast, upper outer quadrant. A year earlier she had a left 
nephrectomy for a staghorn calculus. 

The breast lesion proved to be an unusua l type of mammary carcinoma with 
extensive clear cell features. Metastases were present in axillary lymph nodes. 
Finding a clear cell tumor in a patient with a history of renal disease presents the 
intr-iguing question of primary renal carcinoma with metastasis to t he breast and 
we must assume that the resected k idney was re-examined and found not to contain 
tumor. Further workup .including IVP showed no tumor in t l'ie remaining kidney. 
f:lowever, the patient developed chest pain and hemoptysis. An infiltrate in the 
left lower lobe was interpreted as resulting from a pulmonary embolus. We 
presume this resolved en anticoagulant treatment and was not a clear cell 
carcinoma ·of the lung. 

The fact that this tumor is a primary breast carcinoma and not metastatic to 
the breast can be established from internal evidence in the breast specimen itself. 
Therefore, consideration of an extramammary primary is probably completely 
unnecessary. Among features which establish the tumor as pr imary in the breast 
;~re associated intraductal carcinoma, and an area of tubular carcinoma. The 
presence of mucicarminophilia rules out renal clear cell carcinoma. 

The patient in CASE NO. 12 had five lymph nodes with metastatic carcinoma 
and lymphatic tumor emboli in the breast. In a study of patients who developed 
recurrent mammary carcinoma which grew as inflammatory carcinoma we 
observed a disproportionately high frequency of women such as CASE NO. 12. That 
is, they had .invasive apocrine carcinoma,. intramammary lymphatic tumor emboli 
and axillary lymph node metastases. It is encouraging to learn tha this pa tient is 
free of disease in I983, eight years after diagnosis, at age 71. In view of the 
susceptibility to local recurrence in this setting, I suspect she got benefit from post 
operative radiation therapy. Evidently, no systemic adjuvant .therapy was 
administered. It is just such patients whose favorable outcome casts doubt on t he 
hypothesis that breast cancer is always a systemic disease and that patients with 
Stage II disease will necessarily benefit from adjuvant ·Systemic t reatment. 
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December 11, 1983-Case No. 13 
Accession No. 249.56 

MODERATOR'S DIAGNOSIS: INTRADUCTAL CARCINOMA WITH LOBULAR 
EXTENSION (APOCRINE) 

DISCUSSION: 
This patient's carcinoma was de tected by mammography which revealed "a 

1..5 X 2cm nodule and smaller satellite nodule". No masses were palpable. Cysts 
were noted in the tissue which was described as "indurated and speckled yellowish
brown" in a counsultat ion letter. 

Microscopically we find substantial evidence of "fibrocystic disease" with 
cysts and other benign proliferat ive changes. An extraordinary curiosity illustrated 
a t the conference was a cystic focus of squamous metaplasia affected by Paget's 
disease. 

The significant lesion is extensive intraducta l carcinoma. The tumor cells 
have apocrine features discussed below. A phenomenon common in apocrine 
intraductal carcinoma, but which can be seen in other forms of intraductal 
carcinoma, is an extension of the neoplastic epithelium into terminal ducts and 
lobules. This is found extensively in CASE NO. 13. When such intralobular 
extension occurs, the lesion should still be regarded as ductal. The term 
"cancerization of lobules" is sometimes used for this lesion. 

Also evident in this case is an unusually prominent layer of cells with small 
nuclei lying bet ween the carcinoma cells and basement membrane. This appears to 
be a hyperplastic myoepithelial layer. Careful study of the epithelial stromal 
junction shows capillaries conta ining ery throcytes just outside the basement 
membrane within a few microns of the carcinoma. 
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December 11, 1983-Case No. 15 
Accession No. I ~911 

MODERATOR'S DIAGNOSIS: INTRADUCTAL PAPILLARY CARCINOMA 
(APOCRINE) 

DISCUSSION: 
This patient presented with a mass and milky nipple discharge. Surgery 

revealed a 7 X 7cm mass. It was described as "diffusely nodular (with) a hobnail 
appearance and exudes sebaceous mate rial". No lymph node metastases were found 
in the modified radical mastectomy. 

The interesting gross appearance is explained by the microscopic find ings 
which demonstrate an extensive intraducta l carcinoma largely papillary in 
configuration, with necrotic material and secretion in the duct lumens. The tumor 
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cells exhibit typical apocrine features described below and there is evidence of 
considerable secre tory activity manifested by abundant PAS-positive secretion in 
ducts and PAS-positivity of the tumor cells. 

A notable phenomenon in this case is the large mass produced by intraductal 
cancer in this case. We tend to regard intraductal carcinoma as a microscopic 
disease, detectable l:>y mammography l:>ut not by palpation. Intraduc tal carcinoma 
presenting as a substantial mass is quite unusual in our exper ience at ,\ \emorla l 
Hospital. It is important to emphasize that we refer specifically to cases in which 
localized accumulation of ducts with intraductal carcinoma is itself responsible for 
causing a mass. Many patients have intraductal carcinoma de tected in a mass or 
"thickening" where most of the tumor is caused by a non-carcinomatous 
proliferation (fibrocystic disease and its variants). In a comparat ive pathological 
study, bulky intraductal carcinoma proved relatively more common among 
Japanese women. 

It is impossible to exclude focal invasion in a 7cm mass of intraductal 
carcinoma. As Ozzello has demonstrated by EM, invasion may occur even when not 
evident by light microscopy. Surely, there must be numerous such foci in a 7cm 
tumor. Therefore, exhaustive microscopic sectioning of a large specimen is 
probably not necessary and is certainly impractical. However, thorough gross 
dissection is mandatory, and indurated areas, suspicious for invasion should be 
sought for microscopic study. No recommendation can be made as to the number 
of blocks required since th is will depend on the gross findings. A minimum numl:>er 
taken as a guide would be one or two blocks per em of the largest diameter. 

Finally, it should be noted that rare instances of nodal metastases in patients 
with "intraductal" carcinoma are not always associated with bulky, mass producing 
intraductal lesions. 
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PATHOLOGY OF APOCRINE CARCINOMA 

Apocr ine carcinoma is an unusual variant of duct carcinoma. The diagnosis is 
made on the basis of the cyi:ologica I features of the tuiTI Or ce lls. Many of these 
were Hlustrated in the present cases. Cytoplasmic granularit y and "clear ing" a re 
an important part of apocrine cyto logy. The nuclear changes in apocr ine 
carcinoma can take two forms. In one pattern the nuclei become deeply 
hyperchromatic and pleomorphic. Nuclear detail is difficult to see in such c,ells. In 
another pattern, nuclei are enlarged, tend to be round or oval and have very 
prominent nucleoli. In addition to cytologic changes, an important feature of 
apocrine intraductal carcinoma is a disorderly arrangement of cells, in contrast to 
the regular orderly distribution of cells' seen in apocrine hyperplasia. The luminal 
borders of apocrine cells in a reas of gland formation exhibit budding or tufting of 
cytoplasm typical of apocrine secretion. 

In my opinion, so called glycogen-rich or clear cell carcinoma of the sort 
illustrated in CASE NO. 12 represents a variant of apocrine carcinoma. Evidence 
of transition from apocrine to clear cells can be found in CASE NO. 12. Some 
intraductal foci appeared to be largely apocrine and others were predomlnantly 
clear cell. Comparable transitions can be found in other apocrine lesions including 
apocrine metaplasia in sclerosing adenosis, apocrine and clear cell change (so 
called lamprocytes) in benign lobules and in microglandular adenosis. 

The secretory features of apocr ine carcinoma may be less noticable when t he 
lesion is invasive and does not exhibit appreciable gland formation. Here 
cytoplasmic and nuclear characteristics will determine the diagnosis. Confusion 
with squamous carcinoma may occur. 

The results of EM s tudy have not been the same in all cases of apocrine 
carcinoma, but few ·cases have been examined. Roddy and Silverberg emphasized 
the presence of numerous mitochondria and absence of secretory granules in one 
case. Mossier et al studied six cases and reported abundant secretory vesicles in 
each. Each of the cases in the study by Mossier et al was deficient in high affinity 
estrogen and progesterone receptors aiJd was therefore receptor negative. Four of 
the six had axillary lymph node metastases with follow-up too brief to coment on 
prognosis. 

Frable and Kay studied 18 patients with apocrine carcinoma and found the 
prognosis did not differ from a matched group w·ith ordinary breast carcinoma. As 
above, we have indicated that invasive apocrine carcinoma is prone to develop 
intramammary lymphatic tumor emboli which may predispose to local 
inflammatory recurrence among patients with positive axillary nodes. 

Apocrine intraductal carcinoma is completely cureable by total mastectomy. 
It remains to be seen whether th is and other forms of intraductal carcinoma 
respond equally when treated conservatively - excision with or without 
radiotherapy. 
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LYMPHOMA/LEUKEMIA 

December II, 1983-Case No. I& 
Accession No. 21+611 I 

MODERATOR'S DIAGNOSIS: LYMPHOMA/LEUKEMIA 

DISCUSSION: 
This case deals with a 16 year old girl who presented with recent onset of a 

large breast. Examination revealed no adenopathy or organomegaly. A logical 
preoperative diagnosis of fibroadenama was made. 

Most likely, the surgeon realized this was not a fibroadenoma as soon as the 
tumor was exposed surgically. Microscopically, we are faced with a dense 
infiltrate of small neoplastic cells with a differential diagnosis of 
lymphoma/leukemia vs. small cell carcinoma. Since an undifferentia ted cell 
carcinoma has been described in young women, it must be given serious 
considerat ion. 

In the present case, the patterns of cellular infiltration in the body of the 
tumor could be misleading, especially at frozen section. Linear {Indian file) and 
circumferential periductal arrangements are evident. The absence of in situ 
changes is helpful in ruling out carcinoma, but I have seen lymphoma cells invade 
and colonize breast epithelium to produce a picture indistinguishable from in situ 
carcinoma. 

I have found that study of the peripheral areas of such lesions is very he lpful 
in resolving the differential diagnosis. Invariably, lymphomatous infiltrates spread 
microscopically well beyond the gross confines of the les ion. In such areas, one 
finds tumor cells, often mixed with more mature lymphoid cells distributed around 
vascular and glandular struc tures. 

Of course, when there is still doubt, staining procedures and electron 
microscopy can be employed. In the present case, the bone marrow was involved 
and the cells proved to be positive for terminal deoxynucleotidyl transferase {TdT) 
indicative of acute lymphoblastic leukemia. 

In this setting I would regard the breast lesion as a peripheral visceral 
infiltrate by leukemic cells. I have no information about the extent of disease 
beyond marrow and breast. Evidently, as of recently her condition has been 
controlled by therapy. 

It is beyond the scope of this presentation to review the classification of 
lymphomas and diagnostic markers. A few comments are warranted specifically in 
relation to the present case. 

A number of hematologic neoplastic conditions have been reported associated 
with or present ing as breast rumors, including myeloma, granulocytic sarcoma 
myelogenous leukemia, lymphocytic leukemia, and myeloid metaplasia. Hodgkin's 
disease presenting in the breast has been reported, but is exceedingly unusual. I 
have seen one such case involving the upper outer quadrant where origin from 
axillary nodes could not be excluded. 
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Most studies of non-Hodgkin's lymphoma presenting with breast disease 
consist of no more than 15 cases and few are sufficiently recent to have employed 
a modern classification. It is my impression that prognosis is not radically 
different f rom t hat of pa t ien ts presenting with nodal disease of equal type and 
stage. 
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ADENOID CYSTIC CARCINOMA 

December II, 1983-Case No. 20 
Accession No. 24893 

:VIODERATOR'S DlAGNOSIS: ADENOID CYSTIC CARCINOMA 

DISCUSSION: 
This extremely unusual form of mammary carcinoma has a histological 

pattern identical to that of adenoid cystic carcinoma found in other sites such as 
salivary gland or skin. The characteristic feature is infiltrative growth by rounded 
masses of tumor cells having a cribriform appearance. The extracellular round 
spaces are either true glandular lumens or so-called "pseudoglandular" structures 
containing stromal matrix or basement membrane. The tumors can be quit e 
heterogeneous with considerable variation somet imes seen within a given tumor 
and f rom one lesion to another. Thus, some areas are highly glandular with a lmost 
no stromal pseudoglandular or cylindromatous e lements; in other cases the stromal 
component is hea vily accented and may resemble amyloid. Focal squamous 
metaplasia is not unusual and is seen in the present case in association with clear 
cell or sebaceous features. 

Adenoid cystic carcinoma of the breast occurs in men as well as women. I 
personally have seen one example of this tumor in a male breast and a number have 
been reported in the literature. 

Adenoid cystic carcinoma tends to develop in the central par t of the breast. 
The tumors a re often re latively small (2 - 4cm) but large cyst ic lesions with 
f ixa t ion to skin and/or pectoral muscle have been reported. Nipple d ischarge and 
ulceration a re uncommon despite this dist ribution, and 1 am not aware of 
associated Paget's disease. 

Coexistance with other forms of mammary carc inoma has been reported and 
this is one justification for performing a mastectomy for this lesion. In my 
experience, this has been a very unusual phenomenon. Some reported instances of 
coexistant carcinoma undoubtedly represent misinterpretation of t he heterogeneity 
which can occur in these lesions. Another source of confusion has been 
misdiagnosis of cribriform carcinoma as adenoid cystic. 

Some areas within adenoid cystic carcinomas may have "carcinoid" growt h 
t ra its. Elec tron microscopic stud ies have not reported finding neurosecre tory 
granules and one author has examined several cases with the Grimelius stain with 
negat ive results. The lesion in CASE NO. 20 did not contain Grimelius positive 
granules. 

Adenoid cyst ic carcinoma is prone to exhibit perineural invasion in 
extramammary sites. This can be observed in the breast as well but does not, to 
my knowledge, have prognost ic significance. 

Another notable microscopic feature of adenoid cyst ic carcinoma is its 
tendency to shrink f rom supporting stroma in histological sec tions. When this 
occurs, the tumor glands appear to be free in spaces c reating a resemblance to 
lymphatic tumor emboli. I am not aware of true lymphatic tumor emboli in an 
example of adenoid cys t ic carcinoma. 
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Adenoid cystic carcinoma has an extremely favorable prognosis. 1\letastases 
to axillary lymph nodes occur in a small number of cases and local recurrence may . 
complicate inadequa te local excision. Pulmonary metastases are described in four 
patients but in one case the tumor was proba bly a cribriform carcinoma rather than 
a true adenoid cystic ca rcinoma. 

Trea tment by total mastectomy with low ax illary d issection will prove 
curat ive in vir tually eve ry case. Less radical surgery, particularly breast 
preserving operations with or without radiotherapy, will probably be equally 
effective for most patients, particularly if the lesion is small enough to be 
encompassed by a wide margin without significant deformity. The frequency of 
multicentricity in this disease is not well known. 
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GRAN ULAR CELL T UMOR 

December 11, 1983-Case No. 21 
Accession No. 12418 

MODERATO R'S DIAGNOSIS: GRANULAR CELL TUMOR 

DISCUSSION: 
Granular cell tumor can occur in the breast as an isolated l eslon or rarely in 

patients who have multiple leslons. The tumor seen in this case exhibits typical 
features. Grossly, granular cell tumor can be circumscribed or have invaslve 
margins. The latter coafi,uuration may .sl.mulate carcilloma. Usually, these tumors 
are quite firm or hard and the cut surface has a pale grey or yellow appearance. 

Microscopically, tumor cells are round to spindly. They have abu.ndant 
cytoplasm that shows di.stinct granularity. Cytoplasmic borders are not always 
sharp. Nuclei tend to be small and uniform but some pleomorphism and atypia are 
not unexpected. Rarely, these features can be quite alarming. However, even such 
granular cell tumors should be regarded as hlstologically benign. Complete 
excisl.on is invariabzy curative. 

These leslons may create problems for the diagnostic pathologist if 
misl.nterpreted as carcinoma. The combination of the gross resemblance to 
carcinoma and invasive margins in some cases can tie misleading at the time of 
frozen section, expeclally with suboptimal preparations. One must also be 
prepared to see aspirated material from a granular ce11 tumor in an institution 
where this diagnostic procedure is in use. I have seen two examples which might 
easily bave been misinterpreted as malignant. The specimens were quite ceTI.ular 
and exhibited modest nuclear atypia. The clue to the correct diagnosis was the 
presence of fine granules disPersed in the background from disrupted cells. 

Histogenesis of granular cell. tumor has excited considerable interest. The 
current concensus that granular cell tumor derives from Schwann cells has recently 
been strengthened by the demonstration of 1m munoreactivity for S-100 protein in 
these tumors. We were able to demonstrate S-100 in this tumor. It was negative 
for CEA. 
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MALE MAMMARY CARCINOMA 

December II, 19&3-Case No. 22 
Accession No. I 0227 

MODERATOR'S DIAGNOSIS: INF!L TRA TING DUCT CARCINOMA IN MALE 

DISCUSSION: 
The patient in this case is a 58 year old man with a 2.5cm right breast 

carcinoma. Multiple axillary lymph nodes contained metastases when a 
mastectomy was performed. 

The sections reveal a poorly differentia ted infiltrating 'duct carcinoma .. 
There was some evidence of a trabecular growth pattern but the linear single file 
arrangement typical for invasive lobular carcinoma was largely absen t. 
Intracytoplasmic secretion vacuoles were found in a modest number of cells and 
these gave a weakly positive mucicarmine reac tion. A Grimelius stain was 
negative. Immunoreactive CEA, HCG and alpha lactalbumin were not detectable. 
The tumor was focally reactive for mouse mammary tumor virus gp 52. 

I would classify this tumor as basically ductal in type, despite the evidence of 
cytoplasmic lumen formation. This diagnosis is based on the trabecular growth 
pattern and rather large cells with fairly abundant cytoplasm. True small cell 
invasive lobular carcinoma with a classic single file growth pattern is extremely 
rare in the male breast, if it occurs at all. This is not surprising since lobular 
differentiation occurs only in except ional circumstances. 

Perhaps the most remarkable feature of this case is the pat ient's relatively 
long survival after "prophylactic" orchiectomy and the fact that he died of heart 
disease without recurrence. 

We recently reported on a review of 97 men treated for primary operable 
breast carcinoma at Memorial Hospital. Seven per cent had intraductal carcinoma. 
Of the patients with invasive carcinoma 30% were pathologic Stage I, 5496 Stage 11, 
and 16% Stage UL Fourty-six per cent had pathologically negative ax illary lymph 
nodes. The most common type of tumor was infiltrating duct carcinoma. Forty 
per cent of the patients had microscopic gynecomastia. None of the e ight patients 
with intraductal or intracystic carcinoma died of cancer. Survival of the entire 
group of men with invasive carcinoma was 40% after ten years. The ten year 
survival for men with nega t ive nodes was 79%, and for men with positive nodes 
1 I%. Comparison wit h a series of 304 women with breast cancer operated on a t 
Memorial Hospital in 1960 revealed no difference with regard to incidence of 
positive axillary lymph nodes or stage of disease. There was, however, a 
significantly lower survival rate for men. This poorer prognosis was limited to 
those men with pathologically positive axillary nodes. 
The series included a relatively high proportion of intracystic papillary carcinomas 
(596) and isolated · instances o f tubular and colloid carcinoma. Other unusual 
variants of carcinoma (medullary, metaplast ic and Paget's disease) have also been 
reported In men. 
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Adequate treatment of male breast cancer should include mastectomy and 
axillary lymph node dissection. Treatment of internal mammary lymph nodes by 
ei ther resection or radiation may be indicated for certain patients. Because of the 
poor prognosis of men with axillary nodal involvement, adjuvant therapy should be 
considered. The role of adjuvant systemic chemotherapy in this group of men is 
unknown. In view of the 90% frequency of estrogen binding positive carcinomas in 
men adjuvant hormonal therapy may prove more effective than i t appears to have 
been in women. 

Histochemical studies of common markers have not been studied extensively 
in male breast cancer. Thus, there is no basis on which to assess the observations 
made in this case. However, an antigen immunologically related to mouse 
mammary tumor virus (MuMTV) and the major envelope glycoprotein, gp52 of 
MuMTV, has been ldentiiied in tissue sections of human male and female mammary 
carcinomas using the peroxidase-antiperoxidase technique. Almost all (32/36, 89%) 
male mammary carcinomas were positive for the gp52 related antigen. A lesser 
propor-tion of tumors among female patients (lli/50, 28%) were positive. Gp52 
reactivity was also detected in metastatic mammary carcinoma in axillary lymph 
nodes of male and female patients. The· presence of gp52 related antigen was not 
apparent ly related to tumor grade or lymphocytic infiltrate in the primary tumor. 
The data do not permit a firm conclusion regarding nodal status in men; no 
correlation of gp52 activity and nodal status in women was eviden.t. These results 
indicate that mammary carcinoma in men as well as in women has an antigen 
related immunologically to MuMTV gp52. The significance of the antigen with 
respect to etiologic features and prognosis in breast cancer remains to be 
determined. 
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YOUNG WOMEN WITH MAMMARY CARCINOMA 
AND PREGNANCY 
CASES 24 AND 25 

December 11, 1983-Case No. 24 
Accession No. 059 

MODERATOR'S DIAGNOSIS: MICROPAPILLARY INTRADUCTAL CARCINOMA 
TUBULAR CARCINOMA 
(Abortion for subsequent pregnancy) 

DISCUSSION: 
The sections in this case illustrate a. very characteristic example of diffuse 

papillary intraductal carcinoma. Features which support this diagnosis~ contrast 
te papillpmatosls are the lack of solidly filled ducts, lack of supporting stroma, the 
papPJary configuration with detached fragments of epithelium and marked 
cytological atypia. Two particularly notable cellular findings here associated with 
carcinoma are disorderly arrangement of celJs and nuclear pleo.m orphis m. 

The growth pattern can be described as micropapillary, a term I use for 
papillary carcinoma that is: a) usually microscopic in extent although it may 
involve multiple< ducts; b) has a papillary configuration within ducts in which 
individual fronds are preserved rather than forming coalescent masses; c) there 
may be other related configurations such as "roman arches", or bridging and focal 
cribriform areas. 

A broad range .of cytological findings can be found in micropapillary 
carcinoma. In this case, the tumor celJs exhibit suffiCiently marked abnormalities 
of anaplasia and -pleomorphism to be regarded as high grade. Other examples with 
very orderly, uniform cells constitute a low lesion. 

The minute invasive carcinoma discovered in random sections can be 
ela$1fied as a tubular carcinoma. It is an interesting observation reported by a 
number of investigators that intraductal carcinoma associated with tubular 
carcinoma usually has a rnicropapillary pattern. 

Tubular carcinoma metastasizes to lymph nodes in no more than 10% of 
cases. Modified radical mastectomy does seem justified in this case based on the 
rather large area affected by intraductal carcinoma and the fact that 
micropapillary carcinoma may progress into more aggressive forms of inv.asive 
carcinoma. 

Eight weeks later this patient had a therapeutic abortion for early pregnancy. 
Tbe effect of pregnancy on breast cancer is discussed bclow. Seven months 
postoperatively she had a contralateral prophylactic subcutaneous mastectomy and 
bilateral subspectoral implant reconstruction. At the time of surgery the right 
pectoral muscle was described as "thin (and) atrophied". After reconstruction, 
"tbere was a slight discrepancy in Size with the left being slightly larger than the 
ri:ght''. This represents a sl.gnificant complication of modified radical mastectomy 
when the nerve supply to the pectoral muscles is qamaged. Resultant atrophy of 
tlie muscle several months later largely defeats the purpose of the operation. 
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The resected opposite breast contained no carcinoma. There is no evidence 
that micropapillary carcinoma is particularly associated with bilaterality. The 
incidence of bilatera lity among women with tubular carcinoma may be higher than 
average due to the recently appreciated associat ion with lobular carcinoma in situ. 
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December II, 1983-Case No. 25 
Accession No. 24427 

MODERATOR'S DIAGNOSIS: INFILTRATING DUCT CARCINOMA 
(Concurrent pregnancy) 

DISCUSSION: 
This patient discovered a 4.2cm infiltrat.ing mammary duct carcinoma while 

she was nursing her infant four months post-partum. In all likelihood the 
carcinoma was present but not detected during part or all of the pregnancy. Many 
investigators have regarded carcinomas detected six months to a year post-pa rtum 
to be pregnancy associated. 

Work-up revealed no evidence of systemic metastases and no axillary 
metastases were de tected at mastec tomy. Despite these relatively favorable 
findings, adjuvant chemotherapy consisting of cytoxan, adriamycin and ~FU (CAF) 
was administered along with "one injection of BCG". The reasonableness of 
adjuvant treatment will be commented on below. 

Microscopically, t he spec imen exhibits charact er istic findings of a lactating 
breast. As might be expected, the lacta t ing parenchyma was strong ly 
immunoreactive for CEA and alphalactalbumin. Marked lymphangiectasia was 
found in the breast but no lymphatic tumor emboli were seen. 

The carcinoma was a solidly growing invasive duct carcinoma with little 
evidence of gland formation. Tumor cells were reactive for CEA but not for 
alphalactalbumin. I did not find intraductal carcinoma in the material provided. 

YOUNG WOMEN, PREGNANCY 
AND BREAST CARCINOMA 

The patients described in CASES NO. 24 and 2~ raise questions about the 
special problems related to breast carcinoma in this age group. In this section I 
will summarize some recent data on this subject. 
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I. YOUNG WOMEN - We have observed that approximately 5% of patients 
with breast cancer are 35 years of age or less and therefore, this age is 
taken to define an extreme of the age distribut ion of this disease. There 
is a widely held perception that the disease has a pa rt icula r ly unfavorable 
prognosis in young women. To examine theis question we studied 166 
women treated for primary operable brea.st carcinoma who were 35 years 
of age or younger at the time of diagnosis. When compared with 
historical controls from this and other institutions the five year and ten 
year survival rates of approximately 7 5.% and 60%, respectively, found in 
this study of young . women with primary operable disease were not 
appreciably differ.ent from those ef women treated for breast cancer at a 
later age when the disease is more common. 

Groups of patients treated consecutively in each of two time periods 
nearly a decade apart (1964 to 1970 and 1976 ·to 1979) were analyzed 
separately. Differences between the patient groups in primary surgical 
treatment and post operative adjuvant therapy were characterized in the 
1970's by tne increasing use of modified radical mastectomy and 
replacement of postoperative radiation therapy by systemic adjuvant 
chemotherapy. A trend to earlier stage of disease was found among 
patients treated in 1976 to 1979, but five year recurrence and survival 
rates were not significantly different from those of yound women treated 
in the 1960's. Comparison of Stage II patients treated with postoperative 
radiotherapy in 1964 to 1970 with comparable women given adjuvant 
chemotherapy from 1976 to 1979 revealed no significant difference in 
disease-free survival in the first five years postoperatively. It remains to 
be seen whether these changes in t herapy will diminish the frequency of 
recurrences after five years, leading to an improvement in overall 
surv ivai. 

An outstanding difference in the distribution of tumor type was a 
relatively high frequency of medullary carcinoma. When compared with 
other series of patients, not selected for age, the young patients appear to 
have a low frequency of in situ lobular carcinoma. Thirty-eight pet cent 
of pat ients were found to have axillary metastases. This proportion was 
essentially the same as we observed in a consecutive series of patients of 
aJJ ages treated between 1976 an~ 1979 at Memorial Hospital. Others who 
have included patients with locally advanced and inoperable disease in 
their studies have reported that axillary metastases were present in about 
two-thirds of young women. One author described positive nodes in 23% 
of 70 patients 35 years or younger treated by r'adical mastectomy. In 
another series of 49 patients 30 years or less of age whose axillary lymph 
node status was documented, metastases were found in 17 or 35%. 
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Diagnosis of breast carcinoma at an early age has been associated 
with bilaterality. In part, this probably reflects the relatively long period 
of risk foc the contralateral breast among patients who survive the first 
carcinoma. Bilaterality in young women was reported in 14% of 29 
patients and in four of 32 (13%) five year survivors. In a recent ana lysis 
of 880 women of all ages wi th invasive breast carcinoma we found 
bilaterality due to previous or concurrent cancer in 14%. In the ser ies of 
IOI young patients treated fro m I 964 to I 970, with an average follow-up 
of nearly t en years for survivors, subsequent carcinoma was documented 
in 896. Including cont ralateral carcinomas treated concurrently (2%) and 
previously (3%), bila terality has been found in 13%. Among 64 women 
treated in I 976 to 1979, with follow-up averaging just under five years, 
there were 2 (396) patients with previous, 2 (3%) with concurrent 
contralateral carcinoma, and 3 (3%) with subsequent disease. 

2. PREGNANCY - The na tural history of breast cancer diagnosed during 
pregnancy and the postpartum period has been studied numerous t imes. 
At one time pregnancy associated breast cancer was regarded as incurable 
and pregnancy was considered a criterion of inoperability. Currently, it is 
generally agreed that surgical treatment should not differ from that of 
non-pregnant patients. Women with non-invas ive carcinoma are 
essent ially all curable, and nearly the same result can be expected for 
those with small invasive foci in the category of TJ NoMo· CASE NO. 24 
illustrates an early form of this situation. Among women with larger 
lesions and negative nodes (T2NoMo) such as CASE NO. 25 it appears tha t 
prognosis is not appreciably diminished by pregnancy. A review of the 
literature suggests a 10 to 15% diminution in prognosis for Stage II 
patients with pregnancy associated breast cancer. 

The question of whether or nor a subsequent pregnancy influences the 
life of patients treated for carcinoma of the breast has remained 
controversial. In the past, many centers including our own, recommended 
that patients treated for carcinoma of the breast avoid pregnancy 
completely or for some stated interval. Abortion has even been 
recommended for patients with axillary nodes negative for tumor. An 
opposite view has been expressed by Peters, who demonstra ted improved 
survival rates among patients who become pregnant following 
management of carcinoma of the breast. She argued that the re is a 
beneficial effect of subsequent pregnancy. 

During the interval from 19110 to 1970, 41 patients treated for 
primary ope rable carcinoma of the breast at Memorial Hospital had 
subsequent pregnancies. Of 27 pat ien ts with axillary nodes negative for 
tumor, nine had first trimester abortions and 14 had pregnancies occur 
less than two years following mastectomy. Fourteen patients had axillary 
nodes positive for tumor, seven having first trimester abortions and eight 
pregnancies having occurred within to years of mastectomy. No 
detrimental effect of subsequent pregnancy could be demonstra ted, even 
among patients with positive axillary nodes or among those whose 
pregnancies occurred less than two years following mastectomy. 



Abortion could not be demonstrated to improve the survival rate. We 
concluded that pregnancy need not be avoided or t erminated among those 

· pa tients who are apparent ly free of a recurrence after undergoing 
treatment for carcinoma of t he breast . Of cours.e, an exception must be 
made if adjuvant therapy is ongoing or contemplated. 

Breast cancer diagnosed during pregnancy is a lmost ;~lways receptor 
negat ive. 
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